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THiS paper gives a brief survey of the organization and .nature 
of the work of the Eye Department in one of the hospitals serv- 
ing the Eighth Army from the autumn of 194¢ to the conclusion 
of the North African campaign in May, 1943. The casualty 
statistics: given below are those beginning with General Cunning- 
ham’s offensive in the Western Desert in October, 1941, and end 
in May, 1943. These cover the period of fluctuating fortunes of 
the Eighth Army in its advance to the relief of Tobruk (1941 and 
early 1942)’and on to Benghazi, then the loss of Benghazi, the 
German-Italian offensive in May, 1942, the loss of Tobruk and 
the retreat to Alamein. The majority of cases were the result of 
the EarnpRAnt British attack at Alamein i in October, 1942. 


, . Lay-out of the Eye Department 


The Eye Department is housed in one block of the nisenits: 
on the ground floor isthe out-patient department and on the first 
floor the ‘ward. Fig. ‘shows the votives. Bape of the out-patient. 
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department. It consists of two sections. (1) For minor opera- 
tions, treatment and examination of ocular. disorders by an inspec- 
tion lamp, yisual fields, scotometry, office work and records; and 

: (2) for refraction work and dark-room: examination, including 
corneal microscope and slit-lamp, of patients. 

















































Fic. 1. 


A= Refraction room, sub-divided into 2: dark rooms, one of these with 
mirror reflected test type. 
B=Treatment, visual field and record office. Tr. = Treatment room. 


T = Test type. S =Sterilizer, 
D=Desk. O = Office. 

C= Clerk's desk. Bj. = Bjerrum screen. 
$1 = Slit-lamp. Pe. = Perimeter. - 

B = Basin. * 


P= Forms for waiting patients. 
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Shows the Jay-out of the eye-ward. The ward is sub-divided into 
6 rooms of 8 beds, one of 4 and an isolation room for 2. There are 
2 open balconies and one covered balcony. 

Tr.=Treatment room and sigter’s duty rooni. 

” Fly-netting was arranged over the windows and doors in the 
summer, but despite this we were sorely) tried by these pests. 
Electric fans: operated in the assistant’s refraction room and the 
office, elsewhere, particularly in the dark-room,- we sweated freely. 
The eye ward is kapable, of expansion to 68 beds; 40 to 46 are 
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generally filled. The ward is sub-divided,. see Fig. 2, ‘The ward 
sister has a treatment foom and office. In, this she administers 
routine therapy to “‘ up’’ patients. The sub-divisions of the ward 
contain 8, 4, and 2, bedded rooms, and the balcony. and corridors 
more than 8 respectively.. Surgically clean cases are kept in sepa- 
rate rooms at one end of the.ward. Three such are allotted for 
retinal detachments, clean penetrating ‘wounds and _plastic cases. 
Others are for infected | eye wounds and those associated with 
multiple wounds in other parts of the body. A. small room with 
2 beds serves for isolation purposes.. The balcony, and corridors 
are used for patients with inflammatory disorders of the eye requir= 
ing routine treatment, for medical and neurological cases. , 

In the officers’ wards 2 or 3 small. rooms are kept for eye cases 
according to our needs. Eye cases are also in the surgical wards 
on account of other injuries of.a major character, the majority 
being under the Neuro-Surgical Unit... Incidentally, the forma- 
tion of special centres such as the ** Neuro-Surgical Centre ’’ and 
the ‘‘ Facio-Maxillary Centre ’’ has obscured the forgotten Cinder- 
ella eye surgery. Medical. officers sorting conyoys djrect the 
majority of eye wounds to one of the above centres, so that much 
of our work arrives second-hand, with some delay in transfer, 
Perhaps the publicity of such a designation as “‘ Eye Centre ’’ 
would awaken sorting officers’ consciousness of our presence and 
the service we offer, 

For operations we use one of. the 4 general theatres, which 
are admirably equipped. In, addition. we have a small theatre 
devoted entirely to.electro-magnet work, The minor operating 
theatre has already been mentioned in describing the. out-patient 
department. 

Dressings requiring the most careful attention to asepsis, such 
as plastics and bone work, were done in an operating theatre and 
‘not in the ward. 


The Team 


The team consists of :— 

One Eye Specialist, on the esinblishment of the hospital. 

One part-time assistant, not'on the establishment of, the hos- 
pital as such. : 

One Nursing Sister, with ophthalmic training. 

Two other Nursing Sisters without ‘special training. 

One V.A.D.. 

Two Orderlies, one working in the ward and the other i in the out- 
patient department. 

The ‘part-time assistant is’a. captain who is training to be a 
‘* Graded: Ophthalmologist.’’ His duties, other than assisting in 
the out-patient department with refractions and minor operations, — 
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are s the medical wards, as orderly medical officer, to sit on 
_ Medical Boards, Courts of Enquiry, and from time to time to 
go away on investigation of the diet of a civilian internee camp 
and such like. His presence could not:always be depended on, 
which embarrassed the arrangement of the out-patient work. 

The peace-time army methods of changing the duties of nursing 
sisters and orderlies has a sound training purpose, but such may 
be most trying and wasteful in war, particularly if this occurs in 
a rush of casualties. Every one in the team must. know his or 
her job and be capable of working quickly and smoothly. The 
presence of several newcomers, ignorant in ophthalmic matters, 
“however willing, slows down the work, adds to the load of those 
who can do it and causes extra anxiety to the surgeon, and pro- 
bably not a little to the patients, who become quickly aware of 
unskilled treatment. It would be good if selected sisters and 
orderlies whilst in England were sent on courses of instruction to 
certain large civilian eye hospitals and then ear-marked for work 
in the eye departments of Military Hospitals. 

Often «here was no one on the nursing staff of a ward who 
had ever irrigated an eye, instilled drops and ointment or knew 
how to remove a prosthesis, apart from the special points in the 
care of patients after eye operations. ‘ The changes in the nursing 
staff were sometimes so frequent that the state of elementary in- 
struction was. constant. Some admitted at the outset that they 
had no liking or aptitude for the work. 

A similar state of affairs occtirs in theatre work. ‘A. few sisters — 
became good at assisting at eye operations and learnt to appre- 
ciate the fine care which the handling of eye instruments deserved, 
whilst others were plainly -misfits for any operating theatre and 
were a menace near an eye or an eye instrument. 


Routine Work 


My daily routine is as follows :-— 
06.15—07.15 Writing of notes and records. 
08.30— - Surgical Division meeting. 
08.45—10.00 Dressings in minor operation theatre. 
2S " Examination of ‘‘ up ’’ patients. 
10.00—11.15 Ward rounds. 
11.15—13.15 Refractions, ; 
13.45—16.30 Medical ward cases. Neurological cases for fields. 
Refractions. 
17.00—19.15 In-patients requiring lengthy examination, ¢.g., 
retinal detachments, neurological, patients for 
medical boards and discharge from hospital. 


21.00—22.30 Notes and Records. 
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Major eye operations are done on Tuesday and Friday morn- 
ings, and take 4—6 hours... Occasionally we continue operating 
in the afternoon and rarely prolong this into the evening. Satur- 
day afternoons are free. On Sunday morning:a clinic is held, but 
there. are no routine refractions done; the afternoon is devoted to 
the upkeep of records. We have never succumbed to the “‘ siesta,’ 
but work on through the afternoon heat, although our fluid 
. loss is often considerable. 

Some evenings, particularly Friday, after the distribution of pay, 
we are disturbed by. the casualties of bottle parties. Other even- 
ings road accidents and assaults on British soldiers by natives 





armed with broken glass, daggers, bottles and bricks afford a 


number. of compound fractures of. the orbit and penetrating 
wounds of the eye. 

Convoys.of wounded generally arrive in the evening or at-night, 
Stretchers are taken to the minor operation theatre, where a careful 
inspection is. made, some simple. treatment. applied, notes. made 
about any. further investigations which might be necessary, and 
other wounds examined if the patient is not too exhausted by 
his journey... All this is done with the least.disturbance possible, 
and the patient is then carried to the ward for food and a good 
night’s rest... X-ray, other investigations and operative treatment 
are done on the following morning. In very few instances is it 
necessary to operate at once. Panophthalmitis and orbital abscess 
with meningitis required prompt attention for pain and the 


seriousness of the general condition. Otherwise it is bétter to 


leave the men alone to have food, a good sleep, and a general 
clean-up on the following’ morning. A few days separate the 


arrival of the next convoy, and so gives good time to deal - 


surgically with those requiring operation, 


Notes 


A famous Times correspondent in the Crimean War, after a visit - 


to G.H.Q., commented that the Commander-in-Chief sat all day 
at his. desk and long into the night writing, and this. was so of 
every department of the Army. He. says, ‘‘ Why all this 
scrivenny?. If there must be so many returns to Whitehall, then 
what is needed are two Generals, a fighting General and‘a writing 
General.’’ Indeed, to-day much of our time in military hospitals 
is spent. as writing doctors. .The administrators need certain 
facts, and under present. conditions it is difficult to see .a way 
of reducing the number of :returns on the same patient. An 
average of three sets. of full clinical notes and. two abstracts are 
kept, and these are:—__- 
(1). A.F.I. 1220 (in. dislisate for the R. A. F.). Case Card, 


(2) A.F,I. 1237. Case. notes for hospital records, transfers, 


medical boards and invaliding,. 
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(3) Notes for the surgéon’s private records. 
~ (A) Field Medical Catd. Abstract of ‘notes. 

(6) Follow-up Card, =e ; 

When duplicates of (1) and @) were required I used a carbon 
sheet and indelible pencil, but had such work returned to me to 
be done again in ink: In addition to thesé it is necessary in many 
cases to keep ai abstract on an out-patient card. Notes have also 
to be recorded on consultation slips sent by medical officers from 
other departments. A reffaction case requires a note for the unit 
M.O., an entry of the prescription in the soldier’s pay book, and 
four copies of this on an indent.’, Much of the latter can be 
done by a trained clerk, but the entries have to be checked and 
signed by the Eye Specialist. More writing is necessary for 
- accident forms, medical boards, special types of casualties such as 

those occurring in tanks, statistical returns, quarterly reports, 
indents for glass eyes and equipment, breakage forts, patients’ 
passes, thé quadruplicate forms for placing a patient on and off 
the ““ dangerously if! *’ and “ seriously ill ’’ lists, and. others. 
In some cases 21 fortis and notes may require thé medica) officer's 
writing attention. “It takes time to train an orderly in ophthalmic 
nomenclature so that he can copy notes with accuracy and assist 
in the compilation of statistical returns. The eye department does 


not receive a qualified clérk. 
Patients 

We have had good cause to curse the events of Babel and the 
confusion of tongues. Our patients, besides British and Dominion 
troops, are French, Poles, Czechs, Yugoslavs,. Indians, Africans 
(coloured), Sudanese, Arabs, Palestinians, German arid Italian 
prisoners. A few directions necessary for an eye examination have 
been learned in these languages. 

To this hospital are referred especially patients with retained 
intra-ocular foreign bodies, retinal detachments, and certain cases 
requiring plastic reconstruction of eyelids, sockets and orbit. 

The neuro-surgical unit sends us patients of neurological interest, 
atid among these have been some interesting cases of minute 
paracentra) homonymous scotomata. There have been several 
with bizatré field defects of some complexity owing to the missile 
or bone fragments transversing both occipital lobes obliquely. 
One such instarice ig a cup-shaped Hotionymous defect affecting 
both lower quadrants in the lower half of eath visual field. 

_The majority ‘of extractions of intraocular foreign bodies 
achieved or attempted have been done by. the posterior route 
technique. The technique used is given in another paper (see 


‘Brit. Jl. Ophthal., March, 1944). A diathermy apparatus, fine 


. Sharp scleral hooks, and an eyéless scleral needle are essential 
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tc the proper performance of this operation: . There is good réason ; 
io believe that it is‘ the operation of choice for extracting intra- 


ocular fragments of war missiles: . The table below: shows the 


percentage of various types of foreign. bodies extracted through 


the posterior and the anterior route by the electromagnet, by 
forceps, or left in situ as noflémagnetic, | 
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It will be seen from this table that about 30 per cent. of frag- 
ments from shells, hand grenades, and land mines may be ex- 
tracted by the posterior route, and that the figures ee shells —_ 
and land mines is less favotirable by the anterior route, 

‘Out of 105 penetrating wounds of the eye with retained intra- 
ocular foreign body 53 were battle casualties, 11 occurred on linés 
of communication as a result of ‘‘ booby-traps,”” minés, hidden 
hand grenades, and aerial bombs; 16 were due to accidents of a - 
civilian kind such as occur With a Chisel and hammer; and 29 
were due to stupidity and carelessness of troops playing with or 
dismantling for curiosity grenades, fuses, and detonators; 58 per 
cent. had wounds in other parts of the body. ‘ 

The following are the casualty statistics :— fin 

(1) Penetrating wounds of the eye. with retained ‘intra-ocular 
foreign body, 105. 

(2) Penetrating wounds of the eye without cdduahabaaiaianne or 
radiographic evidence of an intra-ocular foreign body, 40. 
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(3) Contusions-of the eyeball, 10. — 

(4) Wounds of the eyelids and eyebrows, 52. 

' (5) ‘Orbital wounds and fractures, 97. é 

(6) Intracranial wounds damaging the wisial pathways and 
cortex, 110. 

(7). Deep corneal foreign bodies, 19, 

(8) Scleral foreign bodies, 3. 


Retinal Detachment 


Sixty-eight patients suffering from retinal detachment have 
been treated by the same operative technique of surface diathermy 
and suction drainage of the inter-retinal fluid through a diathermy 
penetration of the sclera and choroid. 

The results are as follows :— 

(a) Myopes, 3. All successful. 

(b) Cystic degeneration, 10. All successful. 

(c) Degeneration after healed choroido-retinitis, 20. -All suc- 
cessful. 

(d) Trauma, Contusions, civil type, 21 cases, 18 successes, 
2 immediate failures, 1 partial recurrence. 

(e) Trauma, war, 14 successes, 4 partial recurrences. 

The two immediate failures in the civil trauma group were 
cases of total retinal detachment, one ‘a very restless and nervous 
Greek officer and the other an Italian prisoner of war, in whom 
the retina was puckered and cobbied up in the macular region 
as a result of organised haemorrhage at this site. / 

In the war trauma group it seemed that the prognosis would 
be unfavourable on account of relatively large sheets of organized 
blood apparently on, in and beneath the retina, the absence of 
tears in some cases and the presence of relatively large tears in 
others, with the possibility of vitreous gel being in the inter-retinal 
- space. Many such eyes had low intra-ocular pressure, the sequel 
of severe contusion. In.the absence of a tear an operation was 
designed to pin down the retina at the equator and up to the ora 
serrata in a selected zone. This worked admirably in-the three 
cases in which it was tried. 


’ 


Operations 
The following is a list of major eye operations performed during 
the North African campaign from October, 1941, to its finish :— 
WAR SURGERY 
Penetrating wound with intra-ocular foreign. kaas. 


Giant electro-magnet. 
Posterior route, 73.“ 
Anterior route, 8. _ 
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Penetrating wound. 


Conjunctival flap, 4. 

Abscission of prolapsed intra-ocular contents and conjunctival 
flap, 5... 

Corneal suture and abscission of prolapse, 1. 

Scleral suture and abscission of prolapse, 4, 

Scleral suture, 11. 

Corneal and scleral suture, 3.. 

Traumatic cataract, evacuation of, 8. 

Capsulotomy, 20. 

Capsulectomy, 1. 

Iridectomy, 2. 

Division of anterior synechia, 5. » . 

Paracentesis of anterior chamber and ees extraction of 
foreign body, 2. : ‘ 

Division of vitreous band, 1. 

Eyelids. 

Primary repair of lacerated wounds, 12. 

Cicatricial ectropion, plastic reconstruction, 43. 

Traumatic coloboma, plastic reconstruction, 5. 

Total loss of the eyelid, plastic reconstruction, 3. 

Eyebrow graft, 6. 

Eyelash graft, 2. 

Buccal mucosa graft, 3.. 


Skin graft, 25. 
Foreign body, metallic, impacted, removal of, 5. 
Abscess, incision, 2. 


Orbit. : 
' Fracture, reconstruction of, 4. : 
Foreign body, removal by anterior route, 5 
Foreign body, removal by Krénlein’s operation, 3. 
Sequestrum, removal of, 3. 
Fat graft, 2. 
Cartilage graft, 2. 
Abscess, incised, 1. 
Granuloma, 2. 


Cornea. 

Foreign body, deep, removal of, 5. 
Sclera. 

Foreign body, deep, rentoval of, 2. 
Socket. 


Symblepharon, division of, 12; 
Contracted, plastic reconstruction, 15. ' 
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is. _ Canthotomy, 1. 
: Sinus, 2. 
Lacrimal. 


Removal of metallic titigh body from lacrimal sac, 1 
Canaliculus suture, 1, 














Corneal abscess, Saemisch section, 1, 
Excision of eye, cartilage graft in socket, 6. 
Excision of eye, 16. 

Evisceration, 18. 







CIVIL SURGERY 






Lacrimal. 


Dacryocystorhinostomy, 12. 

Dacryocystectomy,-4. 

Conjunctivo-dacryocystostomy, 3. 
., Abscess, incised, 1 

Fistula, 1. q 

Canalicular curettage, 1. 










Conjunctiva. - 
Pterygium, 14. 
Neoplasms, innocent, 2. 
Cyst, excision, 3. 
Granuloma, excision, 4. 








Cornea. : “e 
wre Conmnaceivel flap, 2. 


Lids. f “pS 
Neoplasms, basal-celled carcinoma, diathermy excision and 
plastic repair, 6. : 
Papilloma, diathermy excision, 3. 
Melanoma, diathermy excision, 1. 
Granuloma diathermy excision, 1. 
Tarsorrhaphy, ll. - A 
Lid plastic, 1. 
Ectropion cicatricial, dix 
Entropion, 2. 
Ptosis, fascia lata sling, 1. 
Advancement of levator palpebrae superioris, ll. 
‘ Motais’ operation, 1. 
Greeves’ operation, 1. ee 
Trichiasis, transposition of flaps, 4: 
yacehina, plastic, 1. j 
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Muscles. | 


Recession of internal rectus, 6._ 

Partial resection of internal rectus, 1. 
Advancement of external rectus, 4. 
Guarded-tenotomy of external rectus, 1. e 
Muscle transplantation for external rectus palsy, 2. 
Inferior rectus recession, 3. : 

Partial tenotomy superior rectus, 1. 


Retinal Detachment.—77. 


Haemangiomatosis retinae, diathermy, 1. 
Malignant melanoma of choroid, diathermy, 1 


~ Sclerotomy.—1. 
‘ [ridotomy.—1. 


Orbit. 
Kronlein’s operation, 1. 
Dermoid cyst, 1. 
Haématogenous cyst, 1. 


_ General S utgery.—47. 


(This includes removal of metallic foreign bodies from other 
parts of the body and plastic procedures to the face associated 
with wounds of the eyelids and orbit.) 

In the mobile eye unit, which operated with a C.C.S., Major 
Dansey-Browning found it ‘impossible to’ operate under local 
anaesthesia. The wounded had controlied their behaviour ‘in the 
forward areas, but many gave way when the relative secufity of 


a C.C.S. was reached.: After arriving at a general hospital and 


having enjoyed a good night’s rest, I found that I could operate 
on the majority under local anaesthesia and that they all behaved 
with characteristic British equanimity. 

In some instances the severity of nultiple wounds and the 
necessity for one anaesthetic and Surgical speed compelled us 
~ to work Simultaneously with other siirgeons. In two cases we 
operated with néuto-Surgical, general surgical, orthopaedic and 
blood transfusion teams. In ofie of these caSés we tianhaged the 
primary plastic reconstruction of four eyelids and an eyebrow and 
the évisceration of one eye during the néuro-stirgéons’ attentions, 
and they were kind enough to halt whilst we repaired four scleral 
wounds and abscissed an iris prolapse in the femaining €éyé._ 
Despite this the activities of the general surgeons on the abdomen 
and the orthopaedic péople on the limbs induced: shaking of dis- 
concerting proportions for the proper conduct of eye surgery. It 
was necessary to’ demand absolute control duritig work which 
involved intra-ocular Structures. 





Sergio 
ear at 







H... BL STALLARD 





292 


In C.C.S. operating theatres such surgical combinations have 
greater hazards, for the tables are of a light, portable. character 
and sway appreciably on their sandy foundation, 
Simultaneous operative work. is “undesirable, and should be 
ye - declined unless the condition of the patient is so serious that the 
best must be made of a difficult surgical situation in the shortest 
possible time. 
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The Blind 


To this hospital were sent blinded officers. and other ranks to 
await transport to South Africa, where St. Dunstan’s undertook 
the preliminary stages of their training. Often they had to wait 
three or more months before a hospital ship was available. During 
this time they learned games such as cards, dominoes and 
draughts. They had some instruction in Braille and were given 
facilities for occupational work, such as rug, mat and _ scarf 
making. They received Braille watches. 

The time to acquaint them with the facts about their. condition 
and the prognosis had to be carefully chosen. The majority on 
arrival from the battlefield believed that their sight was only tem- 
porarily impaired and that they would regain it. I thought it 
best to wait until the blind man had learned.to do a.number of 
‘things for himself, to acquire independence in most of his daily 
actions, and to realise that there. was pomething to be enjoyed 
in life, before. I told him the truth. 43 

It is as well to. have a comprehensive talk with the blind soldier, 
and particularly to touch on domestic matters.. Three poor fellows 
thought that they would produce blind children and peieiced on 
being assured otherwise. 

I-was never asked directly by a recently wounded man, ‘* Am I 
going to see again?’’ The situation in this respect resembles 
many patients who have malignant disease and never inquire, 
** Have I cancer?.”’ 

In a number of cases; when the soldier was told that he would 
be permanently blind he would not believe it, and clung pathetic- 
-ally to the hope that.in six months or a year he would see again. 
The response to ,this tragedy yaried with individual intelligence 
and character. The two.officers we had set to work at. once and 
quickly took an interest and a certain pride in adjusting them- 
selves to a sightless life, and showed genuine enthusiasm about 
their preparation for a career. . This was also so, only in a lesser 
degree, among the more intelligent other ranks. _ It was difficult 
to assess. the feelings and outlook of men of lesser. mental facul- 
ties and. personality, For them particularly, and indeed for all 
of them, a prolonged stay in hospital was bad, . The atmosphere 
was wrong; when convalescent they were. otherwise quite fit; 
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‘to leave the field... What would you think of him? You have 
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ward: discipline was irksome and. exercise often: inadequate for 


_ young men. They needed the attention. of people trained in the 


handling of blind men. We tried to teach other patients, who 


- were ‘convalescing, the technique of leading the blind, directing 


them to chairs and so on in a manner so that the blind man 
could feel as independent as possible. The constant changes of 


‘nurses and patients, their mis-directed sympathy, and the uncon- 
~ scious clumsiness of some were causes of failvre. t 


Some of the blind; who were probably grumblers when 
sighted, groused considerably and demoralised the others. The 
situation was indeed intensely trying for them. The remedy 
clearly lay in sending them home as soon as their wounds were 
healed, so that they could be handled by experts, started on a career 
and be enabled to enjoy being with their home folk. 

Their presence in an eye ward at first shocked and demoralised 
other patients less seriously injured. However, in some cases 
there was the reverse effect, and these were grateful for whatever 
sight they had been. spared or had regained: in recovery. It is 
quite evident that institutional life is not a happy one for the 
blind, particularly in hospitals. 


Refractions © 


Refractions were the main part of our work-both in times of 
military operations and in the quiescent periods of preparation for 
a battle and its aftermath. It was the expetience of the Mobile 
Ophthalmic Unit and some of the Base Hospitals in an active 
theatre of war that the rise in the number of men “* going sick ” 
on account of ‘‘ defective vision ’? was in a sense a barometer of 
military apprehension and morale. On the eve.of a battle the inci- 


dence rose. In a successful action the number evacuated and 
- labelled ‘* Defective vision, glasses,’’' on the Field Medical Card 


was appreciably small compared with times of military adversity 
and particularly retreat. In 1941 and 1942 about 12 or 13 per 
cent. of convoys of wounded men were unscathed ‘but desiring a 
‘test for glasses.’’ These had to be admitted as “‘ casualties,”’ 
their beds-were required for. wounded, and so they had to be 
‘ got rid of ’’ at the earliest opportunity, often at night.. Their 


“examination, paper work, and disposal consumed much time which 


could be ill. afforded by those concerned. On a card I had typed 


. the following appeal, which the men were ordered to read, for I 


tired of saying it to each one :— 

‘* The: football team which you follow is in the cup final. It 
isa hardand even gamé. The centre-forward has received.a trivial 
injury,. quite insufficient to disable him. He. ¢ould continue’ to 
play on for his team until the finish of the game, ‘but he chooses 
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left your unit and your friends) at.a time when.they needed any 
help you could give them. . You have occupied a place in an ambu- 
lance, in a hospital train, and..now. a. bed..in..haspital badly 
needed for wounded men... Your folks at home leok to:you to save 
them from German. domination: and tyranny: You can be a man 
if you try, so next time stick it out,’’ -, 

In about two hundred. refraction cases evacuated from _com- 
batant units in action and reaching this base) hospital, one only 
had Jost his.glasses through enemy interference. 

The Mobile Ophthalmic Unit has been the answer to such 
difficulties so far as these affect the hospitals, and in future it is 
probable that these will rarely occur where such units are so 
placed in the line of evacuation that by-passing is impossible. 


Clinical Research 


Clinical research continues in the following :— 

(1) Penicillin has been used as drops thrice daily on infected 
wounds, and in the conjunctival sac and in sockets. The dis- 
charge is more copious for twenty-four hours after the beginning 
of treatment. Bacteria disappear from cultures of the wound and 
conjunctiva after forty-eight hours. It is evidently of value in 
preparing an operative field for plastic work or an eye for intra- 
ocular operation. , 

(2) Cetyl pyridinium bromide is a clear, soapy liquid of low 
surface tension... It is lethal to streptococci and staphylococci out- 
side the body in 1 in 10 million. and in-serum in 1 in 10 thousand. 
It is a non-irritant to the skin and conjunctiva. .We have used, 
it for the preparation of the field of operation. 

(3) Sulphonamides.—The value of. sulphonamide dusting in 
wounds of lids and orbit and primary suture has been examined. 

(4) Plastic Operations.—New methods of reconstructing colobo- 
mata.and large losses in the eyelids have been tried with success, 

(5) Extraction of intra-ocular foreign bodies by the posterior 
route.—A_ technique has. been elaborated which has worked well. 
In no ease has vitreous been lost to. date. 


Miscellaneous 


In 1989 it was impressed upon me-that specialists may be used 
in any capacity which the Army and. the exigencies of the situa- 
tion require. Indeed, in four years of service I have enjoyed 
the variety of acting as P.T. and games officer for 16 months 
to the exclusion of any clinical. work except for frequent ‘‘ free 

> _ from infestation ’’ inspections of several hundred :troops. 

In the Middle East my clinical interest was widened when I was 
placed for.nine months on the roster of surgeons on duty. 

During this time it fell to my lot to do six appendicectomies and 
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some traumatic: surgery: resulting from local accidents, . alcoholic 
“excess, assaults, and the acts of fools. 

In’ June, 1942, and the few. anxious months which followed 
and preceded General Montgomery’s offensive at Alamein, it was 
my privilege to command a rifle company in defence of the hos- 
pital against attack from parachutists, fifth. columnists, and any 
native rioting, should this arise. .Much attention was paid to key 
points, fields of fire, and other features of such-co-ordinated aggres- 
sion as we could bring to bear against any opponents, 

Such things are temporarily interesting distractions from. the 
small but very pleasant field of eye surgery. 


I am indeed grateful to Cpl, .W. Buyers, the eye department 
orderly, whose industry, resourcefulness and constant good 
humour did so much. for our patients and the efficiency of the 
team, 

I thank Brigadier G, I. Scott, Constiltant in Ophthalmology, 
M.E.F., and Colonel H, D. F. Brand, O.C. of the Hospital, 
_ for permission ‘to publish this paper. . 





A SIMPLE*METHOD FOR THE EARLY DIAGNOSIS 
OF ABNORMALITIES. OF THE 
PUPILLARY REACTION 


BY 


Major H. J. STERN, R.A.MC. 





AN early diagnosis of disturbances of the pupillary reaction in 
diseases of .the central nervous system is frequently extremely 
difficult. Only complicated apparatuses with cinematographic 
registration—only available in a few large research departments— ” 
can with’ certainty establish early disturbances of the pupillary 
reaction; the neurologist has usually to content himself with 
vague expressions as ‘“‘ pupillary reaction perhaps somewhat 
sluggish ’’ : which do not mean anything definite to him. A dis- 
turbance of the normal mechanism of the pupillary reaction, how- 
ever, is frequently one-of the earliest symptoms of a disease of the 
C.N,S.,\and of great importance for the diagnosis. 

- An accidental observation ‘made during slit-lamp examinations 
“demonstrated a way: to detect these early disturbances. External 
factors made it impossible to observe more than a very ‘small 
number of neurological cases; but these 10 or 12 cases were’ so 
convincing and the method seems to be so valuable that its pub- 
lication may be justified. : 


L 
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If a fine pin-point light is projected on the eye with: the slit- 
lamp in such a way that it just enters the pupil near the margin 
of the iris a light reaction follows, the pupil contracts, That 
means that the iris margih moves towards the centre of the pupil 
and prevents the light pencil from entering the pupil. As no light 
now reaches the retina the stimulus forthe contraction of the 
pupil is no longer present, the pupil dilates—and thus again 
allows the light pencil to reach the retina. “The whole mechanism 
starts again, the pupil contracts, ‘screens off the light pencil, 
dilates, allows the light pencil fo pass, etc. This artificial 
‘* hippus "’ continues regularly in a normal eye so long as the 
light pencil enters the pupil. Physiological differences such as 
age, colour of the iris, errors of refraction, etc., have no influence 
on the reaction. Elderly’ persons and those with dark irises show 
less extensive movements; but in every normal person the reaction 
is easy. to produce: the pupil contracts and dilates ten times in 
7 to 8 seconds, which can easily be measured by the stop- 
watch. The time of 07 to 08 seconds for one,cycle of the 
‘‘ hippus ’? corresponds with the physiological figure for the pupil- 
lary *‘ reflex ’’: the “* reflex time,”’-i,¢., the latent period plus 
contraction time is in the region of 0-8 seconds. In the method 
described the contraction does not-reach its maximum because the 
stimulus disappears before it is reached; and’ the contraction time 
is therefore shortened.’ This means. that the time of 07 to 08 
seconds consists of (1) the latent period, (2) the shortened con- 
traction time, and (3) the re-dilatation time. A disturbance of any 
one of these three periods would be expected to slow down the 
‘‘ hippus ’’; this, however, did not occur in the pathological cases 
so far examined. : mg 

In the casés of latent syphilis, early tabes, etc., with clinically 
‘normal pupillary reaction the artificial hippus: could never be 
produced by the slit-lamp. Usually a-good if not extensive con- 
traction followed the first stimulus; but then, either the pupil did 
not dilate sufficiently to let the light pencil enter the eye, or a few 
irregular, sluggish contractions followed, after which the pupil 
finally remained immobile. In no case‘could the regular play of 
the norma) pupil-be produced, 

As previously stated, these results seem ‘convincing enough to 
justify their preliminary publication, Certainly many ophthalmo- 
logists. have observed the artificial ‘‘ hippus.’’ on the slit-lamp; 
it is simple to demonstrate, A large number of cases of, for. ex- 
ample, early tabes, with apparently normal pupillary reaction, 
should be examined with this method. Jf the results of these in- 
vestigations are found to agree with my observations, this 
method might then become a useful diagnostic aid for the 
physician. 


‘ 
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A GRANULATION TUMOUR OF THE CONJUNCTIVA" 


- BY 


“Surgeon Lieut.-Commander J. D. J. FREEMAN 
R.N,V.R. 


A SERGEANT of Royal Marines first came under my care on 
October 1, 1942, when he was admitted to a Royal Naval Hos- 


pital. At this time’ he was thirty years of age and in splendid 


- physical condition, standing well over six feet. He was complain- 


_ ing of: trouble with his feft eye. The upper lid-felt heavy and 
dropped and the eye tended to water, espécially towards the end 


of the day: There was no actual pain, but constant discomfort. 
The eye had first become troublesome in 1983 or 1934, when he 
was stationed in West and South Africa: Discomfort had gradu- 
ally become more marked, The right eye had never been affected. 

On’ examination he was found to have a slight degree of ptosis, 
but the pupi] was not. covered, The conjunctiva covering the tarsal 
plate of the left upper lid was ‘seen to be covered with multiple 
pinkish granulomatous nodules, glistening and soft in con- 
sistency.. Some of the nodules were quite large and yellow An 
colour, especially towards the upper limit of the tarsus. There was 
no ropy discharge or milky film over the area.. The conjunctiva 
above the upper limit of the tatsus appeared unaffected. ‘There 
was some scarring as. a result of curetting of the conjunctiva arid 
the removal of specitnens of tissue for biopsy. Careful examina- 
tion of the cornea with loupe ard slit-lamp revealed no signs of - 
pannus. The bulbar conjunctiva and the lower fornix appeared 
quite healthy. The pre-auricular giand was not enlarged. The 
right eye’ was unaffected, the upper fornix appearing quite 
healthy, ’ a 

At first treatment consisted of copper sulphate drops twice daily 
combined with a painting of the upper lid with the copper sulphate 
stick. This succeeded in reducing the discomfort somewhat. A 
fortnight later, at the suggestion of Mr. F. A. Williamson-Noble, 
Consultant Oculist to the Royal Navy,’the treatment was changed. 
The eye was now irrigated three times a day with a half-saturated 
magnesium sulphate solution, and half an hour after each irriga- 
tion one drop of 80 per cent. albucid was instilled. A'search 
for a septic focus proved negative. The blood sedimentation rate 
and blood count were normal, though there was a relative lympho- 
cytosis. On October 23, 1942, a course of injections of old 
tuberculin was instituted, starting with 0-0000Ic.c. and. working 
up to a dose of 1-0c.c., fifteen injections in all being given. On 


L 
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November 15.he was discharged. to out-patients. nd continued 
with the copper sulphate drops and gutt. albucid 380 per cent. 
Early in the New Year he visited Gloucester on leave, and while 
there Mr. W.. Niccol very kindly examined his eye.’ He thought 
that there was a possibility of a new growth of the Meibomian 
glands,. and suggested excision of the affected area or the applica- 
tion of radium, As excision seemed quite feasible, the. patient 
was admitted to the ward again, and on March 17, 1943, left. upper 
tarsectomy: was. performed. by Wheeler’s method. This proved 


very successful, as all the diseased tissue. was removed, the Slight | 
ptosis cured, and the patient had no further discomfort... He made 


ah uneventful recovery, and was discharged.on March 24.. 

Mr. Eugene Wolff very kindly. carried out. a microscopical 
examination of the disease tissue, and his report was as follows :— 
‘‘ The Meibomian glands appear to be intact: the affected tissue 
goes down to the tarsal plate. ‘It consists of a mass of granula- 
tion tissue much like that found in a typical. granulation tumour 
of the: conjunctiva... The conjunctiva is largely exfoliated, but in 
places sends in gland-like processes, some of which have dilated 
into cysts. There is no evidence of a new growth. The,conditioa 
might ave arisen from cauterisation which destroyed the con- 
junctiva, which was later replaced by granulation tissue.”’ 

There seem to be three main causes that could have given rise 
to. this. condition—trachoma, tuberculosis, or - vernal . catarrh. 
Parinaud’s conjunctivitis was negatived by the absence of any 
involvement of the pre-auricular lymph gland... Trachoma appears 
to be-unlikely, as, in spite of the:-long history, careful. examination 
with the slit-lamp did not reveal any corneal involvement. Against 
spring catarrh are the facts that the condition was unilateral, that 
there were no periods of freedom from discomfort, and the length 
of the history. Microscopical examination failed to reyeal the 
presence of the tubercle bacillus, and the course of tuberculin. injec- 
tions did. not give rise to any improvement in the condition. 

It. seems worth recording this case in view of the very interest- 
ing case described by Mr. A. F. MacCallan in the Transactions 
of the Ophthalmological Society of the United Kingdom for 1942. 
Mr.-MacCallan’s case showed a' more extensive involvement of the 
conjunctiva, including the bulbar conjunctiva. - The: two. cases, 
however, seem ‘to have many points of similarity... Presumably 
radium therapy would have resulted in an equally excellent result 
as Mr. MacCallan obtained. 


I should like to express my gratitude to Mr. Williamson:Noble, 
Mr. Niccol, and Mr. Eugene Wolff for their valuable help in this 
case and to the Admiralty for permission to publish the report. 
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THE GENETICS OF RETINOBLASTOMA* 


2 BY 
ARTHUR D. GRIFFITH and ARNOLD SORSBY 


LONDON 


_ 1,+The incidence of retinoblastoma at the 
Royal Eye Hospital, 1894-1943 


(1) Sporadic cases.—Retinoblastoma is.a rare tumour and 
hereditary manifestations of it are rarer still: At the Royal Eye 
Hospital, London, there were seen 59 children with retinoblastoma 
during the 50 years 1894-1943, and among these there was only 
one familial group, now observed over three generations. This 
group has supplied 6 instances of the affection, the remaining 53 
being isolated sporadic cases. Amongst these 53 isolated cases 
there were eight bilateral cases (15°! per cent.). The subjoined 
table gives the salient features as to sex and age distribution of 
the sporadic cases. 





- 


Unilateral Bilateral 


Age at which child 
was first seen 





Male |Female| Male | Female 








\ 
0- 3 months ... 
4— 6 months ... 
7- 9 months .... 

10-12 months ... 

13-18 months ... 

19-24 months ... 

25-30 months ... 

31-36 months ... 

Over 36 months 


tL |= be 
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27 18 4-5 





3 














The right eye was involved 12 times and the left 15 times in 
the 27 cases of unilateral retinoblastoma in boys. - For the 18 
girls, the retinoblastoma was right-sided 4 times and left-sided 14 
times, 

In estimating the frequency. of retinoblastoma, the ratio. of retinoblastoma cases 
to the total number of patients seen at’ the particular hospital is generally given. 
On this basis, the following rates ‘of incidence have been recorded : — 

London (a) Royal London Ophthalmic. Hospital. 1;9614 (Berrisford, 1916); 
(b) Royal Eye Hospital 1:10,433 (Letchworth, 1928), Paris) 1: 14,444 (Morax, 
1926). Berlin 1:5,832 (Adam, 1911). Osaka (Japan) 1:848° (Nomoto, 1937). 





. 
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Wintersteiner in his exhaustive monograph ‘of 1897 records a whole series of 
such ratios from the older literature. 

. Such computations are apt to be fallacious ‘as they ignore the aie ee age- 
structure in different countries and at different times and the rather erratic modes 
of registering new attendances at different hospitals. Hemmes (1931) more ey 
computed the incidence at 1 in each 34,000 live births in Holland, basing himself 
on the occurrence of 12 actual new cases and a total of 16 computed cases seen 
over a period of three years by Dutch ophthalmologists. If the 59 cases seen 
at the Royal Eye Hospital during the past 50: years: are’ taken to represent the 
incidence of the affection in London, South of the Thames—and it is permissible 
to do so, since some 70 per cent. of all the eye patients seen South of the river 
(35,476 out of. 49,139 in 1938) come to this hospital and in addition there are 
a considerable number from outside the London area—an incidence of 1: 32,793 
births is obtained, as there were 1,934,764 births (1,915, 374 recorded births 1894- 
1942 and 19,390 ‘computed births. in . 1943) in South London ‘during this: period. 

‘In assessing the frequency of retinoblastoma the following data are of some 
interest : 

(1) Retinoblastoma as a cause of: blindness in infants under 5 years of age. 
During. the period 1920-43 there were. admitted 600 children to the Sunshine 
Homes for Blind Babies. Retinoblastoma (presumably bilateral) was the cause of 
blindness ‘in 27 out of the 549 (=49 per cent.) for whom the cause of blindness 
was known, 

(2) Mortality statistics for England and Wales 1936-41, During. these five years 
there were recorded 14 male deaths and 4 female deaths from “ glioma of the 
eye.” The 1942 returns showed 5 male deaths, with the female deaths not as 
yet ascertained. (Registrar-General, 1943.) 

(2) A familial g group —The pedigree recorded here has been 
reported in part on three previous occasions (Letchworth, 1928 ; 
Griffith, 1933, 1934, 1937; Hine, 1937). It is now possible to 
extend and amplify the previous observations of retinoblastoma in 
two generations to the observed occurrence of this condition in a 


member of the third generation: 








as saya a 


*Premature, died at 8days. **Died at 5 weeks, congenital heart di 


Fic. 1. 





Pedigree chart of the S. Family. 





Fl, (1) Ernest W. S., born 1895... Seen at the. Royal Eye Hospital in May, 


1897, aged 2 years and 3 months, when the left eye was removed by Malcolm | 


McHardy for glioma. According to the history obtained by M. L. Hine (1937) 
removal of the right eye was advised but declined. The fundus appearances in 
this eye in 1937.are interpreted by Hine as those of spontaneously healed glioma. 
F2. (1) Premature ar infant (7 months). Died on 8th day. 
or Frederick S., born 1917. A full account of this patient has been given by 
Hine who regards his fundi as showing spontaneous cure of bilateral glioma. 
Vision with correction is R: 6/6. L: 6/12. His daughter F3. (2) is affected. 
(3) Leonard S., born 1919, Brought to the Royal Eye Hospital in August, 
1921, at the age ‘of 2 years. His mother had noticed “a white speck” in the 
right eye when the child was 7 months old. Glioma was diagnosed and the eye 
excised by Mr. T. W. Letchworth.. Glioma in. the left. eye :was observed in 
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January, 1923; at operation, the orbit was found “invaded and,, in spite of 
exenteration there was a recurrence and death in the same year. 

(4) Walter S., born 1921. Seen by Mr. Letchworth in December, 1921, when 
the child was 3 months old. Glioma of: the right eye was: found and ‘the. eye 
was excised in January, 1922, He has been under constant observation. since, 
The ed eye is normal and in 1935 a Hess operation for ptosis of the right upper 
lid was done. : ; 

(5) Ernest Cyril S., born 1928. - Seen in April, 1928, when 9 weeks old and 
suffering from glioma of the right eye (Letchworth). The left eye was then 
normal. The right eye was.excised in May, 1928. Glioma of the left was diag- 
nosed in July, 1929, Radium treatment was instituted and an account of ‘initial 
success in: this case with“subsequent disappointment from ‘the. appearance: of fresh 
foci of growth has been given by one of us (Griffith, 1933). Exenteration of the _ 
left orbit was done in April, 1931 (A. D. Griffith). The child died from 
recurrences in August, 1931. 

F3. (1). Died at 5 weeks from “ congenital heart disease,” 

(2) Helen S., born July 2, 1943. Brought to the Royal Eye Hospital at the 
beginning of September, 1943, when 9 weeks old. -The left globe was almost 
filled with a tumour mass. -Eye excised by Mr. Hine at the Royal Westminster 
Ophthalmic Hospital. The right eye was then normal, but subsequently a rapidly 
growing glioma developed necessitating excision of the eye in February, 1944 


(Hine, 1944). 
The points of interest in this history are :— 


(1) The occurrence of glioma over three generations. 

(2) The early age at which tumours were observed. 

In the grandfather (Fl. (1)) the tumour was noted at the age 
of 2 years and 3 months. In Frederick (F2. (2)) the age of onset 
is unknown. In Leonard (F2. (8)) it was 7 months; in Walter S. 
(F2. (4)) 3 months; in Ernest Cyril (F2. (3)) 9 weeks; and in Helen 
(F8. (2) also 9 weeks. (Early onset seems also to be a characteristic 
_ of the sporadic bilateral cases.) 

(3) The presumably spontaneous cure in the right eye of the 
grandfather (Fl. (1)) and in the two eyes of one of his sons 
(F2. (2)). ; 

(4).The heavy tendency towards bilateral involvement in this 
family (in only one of these six patients (F2. (4) has the lesion 
been unilateral). 


II.—The genetic behaviour of retinoblastoma 


1. Sporadic retinoblastoma.—Evidence that retinoblastoma does 
occur as a sporadic affection is supplied by the observation of. 51 
sporadic cases at the Royal Eye Hospital and is supported by the 
following data:— : 4 

(1) Davenport (1926), Stock (1936) and Keller (1938), all report 
negative family histories in their series of 27, 28 and 13 cases 
respectively (though the possibility of inheritance could not be 
excluded in one of Stock’s cases). 

,(2) Adam (1911) found no evidence of the disease in ancestral 
or collateral lines and in siblings in 41 cases (though in addition 
__ he noted three pairs of affected siblings). Lange (1938) found an 

_ affected parent twice in his series of 36 cases, studied over 22 years 
at Halle. Heijl’s, series of 45 cases contained only one in which 
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another ihemiber of the family (the patient’s mother) was affected. 
From -1871 to 1924 there were seen ‘at ‘the Royal London 
Ophthalmic Hospital (Lawford and Collins, 1890; Marshall, 1897 ; 
Owen, 1905; Bertisford, 1915; Davenport, 1926) 163 ‘cases of 
glioma, and these included two familial groups: three cases in 
one sibship reported by Marshall (1897), and six (more strictly five 
in the period under review) in another family (Owen, 1905, and 
Berrisford, 1915).° 

Reiser’s (1937) observations are only slightly less negative. 
Sixteen patients, coming from 16 families with a total: of 64 
children, showed no affected sibs, and in only one instance was a 
parent found to have had an eye affected. Reiser stresses 
the rarity of hereditary retinoblastoma by pointing out that there 
are probably 1,000 cured patients throughout the world, and that 
many by now must have had children who have apparently not 
come to ophthalmic observation. 

(3) Hemmes (1931) obtained completely negative results in an 
exhaustive genetic study of 48 cases. Not one of the parents had 
had an eye enucleated. Nine cured patients who had _ had 
unilateral retinoblastoma were older than 25 years at the time 


of -Hemmes’ study, and four of them had- become parents, having, 


nine children in all—all of them healthy. , The 48 patients had 211 
sibs over the age of five years and none of them were affected, 
nor was. there evidence. of the affection in 31 sibs who had died 
before reaching the age of 6 and in 11 who were alive but under 
the age of 6 years. The collateral lines were clear : 24 of the retino- 
blastoma patients had 76 sibs who were the parents of 281 children, 
in none of whom the affection had appeared. Consanguinity was 
noted three times in the parents of the 48 cases:. in two in- 
stances the parents were first cousins, and in the third the affected 
child was the product of incestuous relationship. ‘between father 
and daughter. 

2. Retinoblastoma in fraternities with clear antecedents.—The 
earliest record of. affected sibs is that of Lerche in 1821; of seven 
children three sons and one daughter were affected. Sichel in 
1859: reported on four out of five children affected. These cases 
and the familial groups reported subsequently are shown in Chart 
I, on which the following table (Table I) is based :— 

The following points are noteworthy ;— . 

(1) That there was no consanguinity in the parents is stated by 
Schoenemann (1880) and Marshall (1897). Consanguinity was 
noted only in one instance (Waardenburg, 1932), the parents OAnE 
first cousins. In the other reports no mention is ‘made. 

(2) Whilst affected’ sibships with clear antecedents suggests 
recessive inheritance, an ‘incidence of 478 per cent. against the 
theoretical 25 per cent. and the negative evidence on consanguinity 
speak against this view, as does the appearance of an. affected 
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TABLE I—Retinoblastonia in Affected Sibs with Clear Antecedents * 
1;5—COMPLETE See : 





“Number affected : 
Author Number in family ee . : 
; . ; * ‘Male ‘b> :Female Sex not stated 
- |" Bye affected sd affected + Eye affected 
: oF. ls 
Not. SRL, Not ti. 
*. stated : stated) pa 





Not 
: stated || 


R.&L. 


R. 


rs 


1929 | Benedict 

1898 | Boyd... 

1891 | Brown di 

1910 | Calderaro- ..: 

1867, |Calderini ©. 

1920° | Comas 

1915 | Dabney 

1930 Ernrooth 

1893 | Fuchs . 

1868 | v. Graefe 

1932 |' Hemmes?” 

1916 | Leber 

1821 | Lerche ‘en 

1885 Macgregor ia 

1902 | Maher? 

1897 | Marshall 

1930 | Mazzei 

1937 | Nemoto 

4915 | Purtscher? 

1880 | Schoenemann 

1859 | Sichel 

1904 | Snell-(1) 
1905 | Snell:(2) - 

1900° | Steinhaus? 

1939 | Townsend 

1903 | Valenti 

1932 Waardenburg 

1941/2; Weller-Falls 

1872 | Wilson 

1875/7} Zinke 
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_2.—INCOMPLETE 


Adam (1)... ? }1 

Adam (2)... ? ? 

Adam (3) ? ? 

Adams 

Feinstein? 

Flexner 

‘Wintersteiner 
lg 











| 
| “4 1 

Total number of children in 31 complete sibships : 190. : 

Total number of children affected in these sibships ; 88=46'3 per cent. 

Total number of children with glioma in complete and incomplete sibships : 104. 

Number of recorded bilateral cases, 38*=36'5 per cent. Number with right eye affected, 
14. Number with left eye affected, 16. Number affected without nearer specification, 36. : a 
‘ if ) 5 ae appeared in a child of one of these sibs. See Maher-Pockley pedigree in}: 

art I ¢ 2 is 
c (2) Shen appeared in children of unaffected sibs. See appropriate pedigrees: in ~ 

art IIT a 

*This table shows: only. 36, but there were at least 38 as in Comas’ cases there must have 8 
been 3 patients with bilateral glioma since 8 enucleations were done on 5 patients. fe 

+ This table shows 38 for the same reason. 
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descendant in one of Maher’s patents and in-several offspring of 
unaffected sibs of patients (Hemmes, 1982 ; Purtachér, 1915; 
- Steinhaus, 1900). 

3. Retinoblastoma with direct imheritance—In 1896-1910 de 
Gouvea reported the occurrence of bilateral glioma in two children 
out of seven born to a father who had the right eye excised by him 
in 1872. Owen, in 1905, reported on the occurrence of right-sided 
glioma in a boy aged 3 years in 1898, whose father had a left 
eye removed at 5 months for glioma in 1859 (by Bowman). In 
1908 v. Hoffmann reported the occurrence of bilateral glioma 
in a child aged 1 year, whose mother had had her right eye 
enucleated for glioma 28 years earlier by the reporter’s father. 
Additional reports of such inheritance have since accu- 
mulated. Chart II gives these family trees, and the essential 
features are brought out in the subjoined Table :— 





TABLE I!—Direct Inheritance of Retinoblastoma 
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Total number of children in 19 complete sibships : 63 

Total number of children affected in these sibships : 38 = 60°3 per cent: 

Total number of children with glioma in complete and incomplete sibships : 49. 

Number of recordéd bilateral cases: 32=65°3 percent. Number with right eye affected : 5. 
Number with left eye, affected: 6. Number affected without nearer specification : 6. 

Number of children born to affected fathers (in complete: sibships). : 43* of whom 23* were 
affected = 53°5 per cent. (16 bilateral =69°6 per cent.). 

Number of children born to affected mothers (in complete sibships) : 17, of whom 13 were 


affected = 76'5 pet cent. (9 bilateral = 69°2 per cent.). 
Number of parents, affected with bilateral retinoblastoma in complete sibships: 1 (Maher- 


-Pockley). In incomplete sibships: 1 (Heijl). 
*If v. d. Hoeve’s sibship of 12 with 2 affected is éxcluded, the respective figures are 31 


children with 21 affected = 67°7 per cent. 


The data in the Table permit the following conclusions :— 

(1) The direct transmission of retinoblastoma is established by 
these-28 pedigrees. 

(2) The suggestion of dominant inheritance is strengthened by 
the incidence of the affection in 61-1 per cent. of children in the 19 
complete sibships available. 

4. Retinoblastoma in the children of parents themselves un- 
affected but having a family history of the affection.—In 1868 v. 
Graefe,: discussing the familial incidence of neuroblastoma, men- 
tioned’ briefly that ‘‘ several siblings ’’ of the mother of a child 
with glioma had died in the first year of life from ‘‘ cancer of 
the eye ’’’.(‘‘ Augenkrebs ’’). A more definite finding was given 
in 1874 by Thom[p]son and Knapp, who reported retinoblastoma 
in the two children of healthy parents, but noted the occurrencé 
of the-affection in a paternal cousin of the-affected children, and 
in two cousins of the father. (Further information on this family 
which had meanwhile become much larger was subsequently given 
by Thompson in 1898). An indisputable example of the occur- 
rence of retinoblastoma in the children of an unaffected parent who: 
had affected sibs was recorded by Steinhaus-in 1900; in a sibship 
of 10, a boy and two girls had been affected by glioma, and the 
eldest of these 10' children, himself unaffected;)had two affected 
children. The data on these and similar instances are shown in 
Chart III and are summarised in the subjoined table. 





TABLE 1]]—Retinoblastoma in Children of Parents of Affected 
Stock but themselves Unaffected . 
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Total number of children in 8 complete sibships : 63. 


Total number of children affected in thesé sibships : 31 = 49°2 per cent. 


Number of recorded bilateral cases: 15 out of 31 = 48'4. 
Number of children born to fathers of affected stock 


{in complete sibships) 


were affected = 54’8 per cent. (8 bilateral = 34°8 per cent.). 


Number of children born to mothers of affected stock 


were affected = 36°4.per cent. (7 bilateral = 87°5 per cent.), - 


1 Male carrier. * Female carrier. 


1. Varieties of retinoblastoma.—The considerable variations in 
the histological structure of ‘‘ gliomata ’’ of the retina may have 
a bearing on the genetics of these tumours... There is as yet no 

_ general survey of. the histological appearances of retinoblastoma 
‘of. proved genetic origin. This is a point that requires elucida- 
‘tioh, For the present one must assume that retinoblastoma is 
more frequently ‘sporadic ’’ than hereditary.. The rarity of the 
tumour and the-severity of the lesions it produces make it unlikely 
that hereditary aspects have been overlooked in the mass of 
sporadic cases observed and reported. : 





(in complete sibships) 


III.—Discussion 


> 41 of whom 23 


: 22 of whom 8 
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2. The mode of inheritance.—The genetic analyses shows in 


Tables I-HHI justify the conclusion that glioma may appear ** spon- 


taneously *’ within a given sibship and be transmitted as a domi- 


nant, though “‘ irregular ’’ in type, as these tumours occur in 
children of parents derived from an affected stock but Sherrie 


free from the affection. In any particular case of .‘‘ sporadic ”’ 
glioma, it is at. present impossible to say whether ‘this represents 
the starting point of a hereditary group. A detailed study not 
only of the histological features of the genetic variety of retino- 
blastoma but of possible associated somatic stigmata is needed. 

Beari ing on the genetics of retinoblastoma the following observa- 
tions are of interest :— 

(1) The pedigree given by Lukens (1908) (Chart- 111) shows 
two paternal’ cousins ‘affected, though their fathers were un- 


‘affected. 


(2) In Townsend’s (1939) pedigree, the three children by two 
husbands of an unaffected negro woman were all affected 
(Chart 1). 

(3) In contrast to Benedict's (1929) report of retinoblastoma in 
probably identical twins (CHart I), there.is the observation of 
Foster Moore (1929) of healthy eyes in the twin sister, matt z 


years, of a female infant with bilateral glioma. 


SYMBOLS USED 


C] =Male. 
O = Female. 


V =Sex not stated, 


Y/ = Stillbirth. 
=3 male individuals. 


=Number of male individuals not stated. 


and 
a = Male, both eyes affected. : aperespods dibate: 
il = Male, right eye affected. for 


[H =Male, left eye affected, © ana \/ 


=Male, one eye affected, ° 
[>} = Male affected, no nearer definition. 


a © ©) ©) = Sequence not stated. 





Be pS 


eee eis op es se a 


Be 











Ae: he 7 CROSS cote RES oo ee 


sanwan BOMms-Hwitssiubp mIiVNdvywt - “ wBANObD 320° 


“ILI ¥2ABYGD Pes SNEYUIGISC PEE s9q95; ING *souuro Fy] 
& CH ‘urojsurea,g Aq peps00e1 seeidtped 104 ‘IT weVyD ar Aol _ooG-s19qeWF Se1Biped ose ses—-19qeW *euols) g 3 
l ,, UlTeIqd JO BS¥q JE INOWN} SNO[NJOIOS ,, WIJ PSI aw “(II 328YD) S,SAZO]P] JOP UBA SE dno13 [etyturey cures on] 2, 


MBNIBLSUALNIM “S}UBPId9}UL IeI]O YIIM SIS Poye_e JO SeITIpeg “] WUD 


i & &}. KA G eoomn9 RAAAAA 


MINXATd 
VANZIVA TIVHSUYW AINGEVG 


& & ? 
® & : Awualvys 7 LSv3t Ww 
; swyav 3 Cane ° waHvw 1 AAAAKAOOORE 


H A a BAA svwo>2 
rat 9 ae AALAAAAAOOD 


INIBZAIVS 


eae. we Oe. f seta =; one 
wvoavyv ouvusaltyvs 


GAA AKAAAAA : 
AAA < 1aHDIS si * Pee qnagcoooF 



































“NMOUS 
24Nn'1Z : Ot dd 


AAARAAAO 4440a0) AAA ¢ 4+ ct n 


NNYWAIN3ZOHIS 2435VuD “A GAOoGd 


ey 29: 


L39IGIANAG 








~ 
a 
n 
8 
a 
«| 
oO * 
Zz 
os 
< 
Q 
Z 
< 
~~ 
= 
E 
em 
B 
% 
oO 
A 
i. 
a) 
a 
& 
e 
< 





NOSTIM 








STivd- Batam 


AMADAMAADAA 4A OF AAA 


—# DUNGNZGYVYYM WLOOUNUS 











; 





*[IT*12¥qD 90s psoyst1segq-uemO Aq popsz0de1 90131ped 10,7 


*UOISSIUISUBN 19901Ip Sumoys sesIsIpeg 9 “II eYD 


e in 


as similarly incomplete 
n the families as a whole. 


e real, 
thi 


data apply to the sex distribution wi 


« 


The sex 


enofgomeg 
mee A ce o 


BOTAVL Pv) 


WAS 
—_—S 3NI3H > a 


svyvH act $ . 


A : Hoveniaiy -UaAaiN 
: Aes . © © é oO 74 (1) 
Fe 


co” ASIHIOd - UAHYW 


wacisay 25NV1 


ed () AAA 
(d) 
¥aGBI- NNYW340H A 4nD1a1S-431I3M einen OA 


moexAmeom © @ K LAACCO 
® i OE ae 


BoOMms-Hitsasiub wmIiVNdvys " “— wseANOD 320° 








kes it impos- 





toma.—That_retino- 


blastoma is not:sex-linked is obvious from Tables I-III. 


distribution .revealed is: males, 80 


3 
$ 
n 
3 
* 
B 
es 
© 
8 
a 
5 
Ge 


° 
’ 





GENETICS OF RETINOBLASTOMA 


The large number in which sex is not stated ma 


3. Sex incidence in hereditary retinoblas 
sible to establish whether there is a differential, sex incidenc 
(In 429 collected areas cases of glioma in which the sex was 


the affection—a difficulty all the mor 
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stated, Wintersteiner found 221 males to 208° females; in the 
series of cases observed at the.Royal London Ophthalmic Hos- 
pital, 1871-1924, there were 98 males, 96 females, and 16 sex 
unstated. In the 53 consecutive sporadic cases seen at the Royal 
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Eye Hospital, 1894-1943, there were 32 males and 21 females.) 

4.. Incidence of bilateral cases.—In affected sibships (Table 1) 
the incidence of bilateral retinoblastoma was 36°5 per cent. (in 38 
cases out of a total of 104); in families with direct. inheritance 
(Table II) the incidence was 65:3 per cent. (in 32 cases out of 
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49), and in the group analysed in Table III it was 48-4 per cent. 
(in 15 cases out of 31). These are distinctly higher percentages 
than those recorded for glioma as.a whole, for which percentages 
between 8-5 and 21:7 have been recorded (Hirschberg, 1869: 13 
times in 77 cases=16-8 per cent.; Wintersteiner, 1897: 97 times 
in 405 cases=19-1 per cent. ; Adam, 1911: 4 times in 47=8-5 per 
cent.; Nomoto, 1937: 5 tines in 63 cases=7:9 per cent.; Royal 
London Ophthalmic. Hospital series: 39 out of 210= 186 per 
cent., or possibly 45. cases=21-4 per cent.; Royal Eye Hospital 
series of sporadic cases: 8 out of 53=15°1 per cent.; Best, 1934, 
speaks of ‘* not more than 15 per cent.’’). 

If the present figures are to be taken on their face value,’ not 
only is the genetic type of retinoblastoma more prone to show 
bilateral involvement, but this tendency is more marked in cases 
with direct inheritance than in affected sibships with clear antece- 
dents. The possibility of an abnormally high rate of miscarriage 
in glioma families as a result of intensifying lethal influences in 
embryonic life requires investigation. 

5. Sex of the transmitting parent.—Judging by Table 11, more 


affected children are likely to be born to an affected mother than. 


an affected father. This suggestion: is contradicted by the findings 
analysed in Table III. 


6. The nature of retinoblastoma.—The fact that retinoblastoma . 


can be transmitted by a phenotypically healthy person of an 
affected stock raises the question as to the nature of the additional 
or missing factor in such persons that inhibits the potential 
development of glioma in them. Such exciting. or inhibiting 
factor need not necessarily be genetic, as environmental as. well 
as. genetic factors may suppress or make manifest a genetic ten- 


dency. “The experimental production in white mice of lesions | 


similar to retinoblastoma (Weil and Mayer, 1941), by means of 
carcinogenic agents is therefore of interest. 


Summary 


1. The occurrence of retinoblastoma in three successive 
generations is recorded. 

2. An analysis of the literature shows the mode of inheritance 
to be irregularly dominant. 

3. Fhe incidence of bilateral involvement appears. to. be higher 
in the genetic type of retinoblastoma than in sporadic cases. 

4. The possibility that hereditary retinoblastoma is a distinct 
histological entity different from the sporadic types is suggested. 

We are indebted to Mr. T. W. Letchworth’ for the records on 
the S—— family and to Mr. M. L. Hine for information on the 
youngest member of. this family. We ard grateful to Mr. L. H. 
Savin for his interest and helpful suggestions. 
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AN ENCAPSULATED ORBITAL MELANOMA* 


BY_ 
J. Foster. . 


LEEDS : . 





\ 





THE patient, a woman aged 65° years, was in good health until ._ 
November, 1941. In this month. she developed a paresis of the 


ees a ee 


Sens ce eet 


proptosis of this eye. She was treated for six weeks-with eye 
drops elsewhere, and when brought to me was. feeling vac ill 
and losing weight. 

When examined in January, 1942, the left eye was normal, but 
the right showed 7 mm. of exophthalmos, displacement slightly 
up and in, paresis of the inferior rectus, mydriasis, and vision 
of 6/24. 

Although no tumour could be felt, a tentative: dinenoeia of a 
metastasis of the orbit was made. All general and local in- 
vestigations were negative—a slight subcostal Pecjecen of the 
liver was-attributed to visceroptosis.. ( 


* Received for publication, April 17, 1944, 
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At the end of a fortnight a slight increase.in.the pain and 
exophthalmos indicated orbital exploration. This was performed 
on January 21, 1942, by the transpalpebro-conjunctival route of 
Félix Lagrange. ~(Tumeurs de !’oeil, 1904; p. 503, et seq.). 

An encapsulated tumour, about the size and shape of a date- 
stone, situated axially in the fat on the outer side of the external 
rectus, was removed intact by gauze dissection, except for a ‘‘ tail ”’ 
. adherent to the orbital apex, 

The patient remained well during the next year until. December, 
1942, and again in September, 1943, when she had two attacks 
of delirium and headache, lasting a week, preceded by anorexia 
and a feeling of falling:backwards. Her family doctor attributed 
these to cerebral thrombosis, and the patient made a ‘spontaneous 
recovery from both. ’ 

When examined in November, 1948, by Mr. D. M. MacKay, 
of Hull, she was in good health. The right eye had vision of 
6/12, a slight sluggishness of outward movement and of the light 
reaction. The patient did not apparently have diplopia or vertigo. 

The chief interest of the case lies in the pathology of the 
tumour, of which two micrographs are shown. This tumour, 
although melanotic, was strongly encapsulated. The original 
account by Dr. E. Horne, of the Leeds Infirmary Pathological 


Melanotic sarcoma. 150. To show thick capsule of tumour 
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Melanotic sarcoma. Approx. x 500. To show linear cells containing melanin. 


Department is given below, but the opinions of the pathologists 
who have seen it since differ considerably as to its provenance 
and malignancy. 

‘* Sections were taken through this tumour at two points. . They 
showed in general the same picture. The tumour cells ‘were of 
large size, with oval or rounded vesicular nuclei and abundant 
slightly granular cytoplasm. They were closely packed together 
without any definite arrangement.. Large masses of them: were 
surrounded by fibrous septa. These septa wére continuous, with 
a moderately thick fibrous capsule. In addition to the large cells 
there were numbers of small cells about the size of lymphocytes. 
_ These were seen in strands between the larger polyhedral.cells. 
Some of them were certajnly lymphocytes, but others were ‘pos- 
sibly tumour cells. The other striking feature was the presence 
of abundant pigment, almost entirely confined to chromatophores 
in the fibrous septa. One or two large tumour cells themselves 
appeared to have pigment in their cytoplasm. ‘The pigment, of © 
brown tint, was probably melanin, as the reaction for iron. was 
negative. ° "The large tumour cells varied considerably in’ size and 


Staining: reaction, and: scattered mitotic figures: were: seen among 
them. Although the tumour has several unusual. features, it must 


be regarded as a variety of malignant melanoma.” 
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“Sir John Parsons states that he. considers that. this tumour. is 
not malignant, and may have originattd:in an orbital dermoid. 

Professor Loewenstein has sent me a lengthy report, with 
interesting suggestions a5 to further investigations, which unfor- 
tunately I cannot carry out, as neither the patient nor the tumour 
materia) are now avai)able. He regards this as a melanotic tumour, 
of mixed cell type, displaying both ecto- and meso-dermal features. 
He has not seen or read in the jiterature of anything quite like it. 
He too, would not regard it as markedly malignant.” 


REMOVAL OF A NON-MAGNETIC FOREIGN BODY 
FROM THE VITREOUS’ 


BY 


» 


V. O’Hea-C USSEN 
CORK 


THIS case is recorded because it is felt the technique employed, 
being different in many details from the usual procedure, may be of 
assistance to others who have td treat such cases, which at the 
present times are all too numerous. “he ; 

History. Whilst mining for phosphates, the patient was involved 
in an explosion. A flying particle struck his left eye, causing 
immediate loss of sight in that eye.. He was admitted to Eye, Ear 
and Throat Hospital on the day following the accident, namely 
December 12, 1943, 

Condition on admission. Vision, R.E. 6/12; L.E. hand move- 
ments at one foot. Tension, R.E.. N.; L.E. —1. The eye was 
moderately injected. A small central, perforating, and healed 
wound of the cornea was present. On dilatation of the pupil a 
posterior synechia was seen at 12 o’clock. A stellate opacity in the 
posterior layers. of the lens prevented examination of the fundus. 
The lens opacity could be seen by oblique illumination, as well as 
by transillumination. Application of the giant magnet yielded no 
result, 

Treatment. ' Atropine, and albucid drops; protein shock. An 
X-ray taken a few days later revealed the presence of a foreign body. 
The course it took to reach: the vitreous: appeared to be around the 
upper pole of the Jens, inflicting en route a contusion on the lens 
capsule without perforating it. 

By December 30, 1943, the lens opacity had entirely disappeared 
with corresponding improvement of vision to 6/60. “The fundus 
could be seen fairly well, without trace of the foreign body. A few 


days later the foreign body was seen in the vitreous at-2 o’clock, 





* Received for publication March 16, 1944. 
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just inside the margin of the pupil. With the passage of time it 


became more and more movable, and by January 13, 1944, when 
the patient looked to the right, it literally flew across thé pupil in 
an inward, and downward direction, which fact suggested liquefac- 
tion of the vitreous. The extreme motility of the foreign body 
rendered further X-rays useless for the purpose of localisation, 
which had therefore’to depend on clinical observations. The 
vertical position was easy as it never varied. The depth in the 
vitreous had» to be estimated, but successive daily observations 
readily overcame this diffigulty. The vision of the L.E. was now 
6/24, and the eye had quietened down considerably. Nevertheless, 
it was felt that an attempt should be made to remove the foreign 
body, which was estimated to be 6 mm. long, before further-changes 
took place in the vitreous. The facts were made known to the 
patient, who gave his consent to operation. 

Operation, January 1, 1944. Pre-medication: Omnopon, and 
atropine. Injections of novo-zirol to paralyse the orbicularis and 
external rectus muscles, Cocaine anaesthesia. In a darkened 
theatre, with a Zeiss hammer lamp to illuminate the operation 
field, a flap of conjunctiva, and capsule was elevated. A suture was 
passed through its edges, so that it could be held out of the way. 
Immediately over the estimated position of the foreign body two 
sutures of London Hospital catgut with mounted needles were - 
,passed through the superficia) layers of the sclera 2 mm. apart. 

Using the belly of a cataract knife, an incision was made in the 

superficial layers of the sclerotic one quarter of an inch long between 
the sutures. With successive sweeps, this' incision was deepened 
until the choroid was exposed. The operator holding one suture 
and the assistant the other, gentle vertical traction was made. 
Next, the choroid and retina were incised for the full length of the 
scleral incision. The light was now directed into the pupil, and the 
vitreous which was fairly well illuminated, was inspected in all 
directions. The foreign body was not visible, a very surprising fact. 
A Fischer-Arlt iris forceps was introduced into the vitreous and 
moved in various directions without feeling the foreign body. The 
forceps was-withdrawn and another inspection was made. The 
foreign body was now seen near the anterior end of the incision, 
and about 2 mm. deep. It was ‘easily removed by means of a 
Narrow curette. The two scleral sutures were tied together, albucid 
30 per cent. drops were instilled. The capsulo-conjunctival flap 
was replaced and sutured in position. Atropine, and albucid drops 
were given, and both eyes covered. The loss of vitreous was small ; 
it was not more than two or three drops, and some liquefaction had 
taken place. 

Examination of the foreign body showed it was a piece of stone, 
an exact cube on four sides, each 2 mm. square, the’ fifth and sixth 
sides were slightly longer and tapered to a point. 
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Both eyes were kept covered for eight days, drops being given 
daily. On January 29, 1944, the fundus was examined in bed. 
Two vitreous opacities were observed. . Six daily injections of 
collosol iodine, C.1.N.S. were given intra-venously. 

He was discharged from hospital on February 12, 1944, by which 
time the eye was almost free from redness. ‘Vision was 6/24, 
improved by a lens to 6/18... The vitreous opacities were still 
present but. considerably smaller. The operation scar could be seen 
as a broad white line with surrounding black pigmentation. 


‘ 


Discussion 


The technique employed appeared to reduce the loss of vitreous 
toa minimum. The sutures in the sclera were used to suspend the 
eye as it were from two slings, to rotate the eye, to open and close 
the wound as required. 

The use of a cataract knife to incise the sclera is a deliberate and 
controlled procedure. The insertion of sutures in the sclera 
before incising it is recommended. It has the additional advantage 
of enabling the wound to be closed immediately in case_of necessity. 

The magnification of. a foreign body in the anterior layers of the 
vitreous is noteworthy. It is roughly three magnifications, and had 
_this been appreciated beforehand, removal would not have been so 
light-heartedly undertaken. 








ANNOTATIONS 


Ophthalmology in the National Health Service 


Ophthalmology and dentistry are classed more or less together 
in the White Paper now before the profession, and it is stated that 
there must be delay in reaching a stage at which general dental and 
ophthalmic services can be provided for all. 

Appendix A contains a short summary of the existing ophthalmic 
services under the National Health Insurance.scheme. Some 25 per 
cent. of the population are eligible-for benefit. Spectacles can be 
obtained in one of two ways, either through a medical practitioner 
with special experience of ophthalmic work or through a sight- 
testing optician. A paragraph pays tribute to the excellent arrange- — 
ments for ophthalmic treatment of school children which in the 
main is in the hands of specialists. 

The government’s aim. is to provide a comprehensive health 
service for everybody in the country. They want to ensure that in 
future every man, woman and child can rely on getting all the 
advice and treatment:and care which they may need in matters of 
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personal health; that what they get shall be the best medical and 
other facilities available. 

From our point of view how is this to be achieved if the govern- 
ment allow a large proportion of the country’s eye service to be in 
the hands of the sight-testing optician? We have always taken the 
line that ophthalmology must be in the hands of properly qualified 
medical practitioners who have ophthalmic experience, and we do 
not see how the government’s excellent health intentions can be 
squared with much practice by the sight-testing opticians. We do 


not claim to be infallible; all of us make mistakes, but we do not . 


believe that the sight-testing opticians should be allowed by law to 
take a part in ophthalmic diagnosis and treatment. If they would 
only confine their attentions to their own job, the accurate fitting 
and centering of the lenses it would be a great improvement. And 
we believe that the National Ophthalmic Treatment Board’ will 
have, when the war is over, very nearly enough medical prac- 
titioners on their rota to enable everyone to have an ophthalmic 
examination by:a medical practitioner. 


. 





The Eye Surgeon in Re-constructive Surgery 


The plastic surgeon’ regards the eyelids and orbit as within his 
legitimate field of re-construction work in the correction of deform- 
ities. Recently some have gone further and included dacryo- 
cystorhinostomy, ptosis and excision of the eye in their ambit. 
They argue that the majority of eye surgeons have an insufficient 
knowledge of the principles of plastic surgery to do this work well. 
On the other hand the plastic surgeon with inadequate experience 
of eye problems may inadvertently damage the cornea during oper- 
ation by abrasion, exposure, and the unnecessary use of chemical 


antiseptics instilled into the conjunctival sac, and at the end of - 


operation by applying too ‘tight a pressure bandage and dressing, 
induce keratitis. 

The fact is that we have something to learn from each other. 
Eye surgeons such as the late John -Wheeler, Wolfe, Imre, 
Blaskovics and Spaeth have made admirable contributions torplastic 
surgery. Indeed, the technical skill of a good eye surgeon in 
precise cutting, fine sewing and delicate handling of tissues should 
make him apt in dealing with plastic surgery about the eye. It 
therefore seems desirable that at least a few eye surgeons should be 
trained in general plastic principles so that they may be better able 
to handle such work. 

An alternative for eye surgeons who have not had this ‘culndig 
and feel no particular aptitude for re-construction work is to com- 
bine with the plastic surgeon in dealing with defects where the eye 
is still present. 
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OPHTHALMIC SERVICES IN THE BERKS., BUCKS. 
AND OXFORD REGION 


A report of the sub-committee appointed by the Medical Advisory 
Committee of the Berks., Bucks. and Oxon. Regional Hospitals 
Council to survey and report upon the ophthalmic services and 
orthoptic clinics in the region was submitted to the Medical Advisory 
Committee at the end of last year. 

The report is in three sections; the first contains a summary of 
existing ophthalmic services, the second gives. an outline of a regional 
ophthalmic service and the last deals with recommendations.. 

In part 1 the facts are grouped under 1.—Regional and Key 
Hospitals... 2.—Intermediate Hospitals. 3.—Other Hospitals. 
4.—Ophthalmic surgeons in active practice or visiting (v.).. 5.— 
Ophthalmic medical practitioners in the region who are on the list 
of the National Ophthalmic Treatment Board. 6.—Dispensing 
opticians. 7.—Access to special apparatus. 8.—Facilities for 
consultation with other departments. 9.—Teaching centres. 

Summarising sections 4 ‘and 5 we note (a) that there are 14 
ophthalmic surgeons normally engaged in active practice and on 
hospital staffs in the region ; (6) there are 6 ophthalmic surgeons 
normally engaged in practice who are not attached to hospitals in 
the region. There are 27 ophthalmic medical practitioners in the 
National Ophthalmic Treatment Board list (allowing for duplication 
of names) ; of these 7 are included in (@) and 2 are included in (6): 
the net number of ophthalmic medical personnel is therefore 38. 

With regard to Dispensing Opticians the Oxford Eye Hospital 
has no arrangements for dispensing prescriptions, patients may go 
to any optician they choose and the hospital has no control or 
supervision over the results. The Royal Berkshire Hospital ‘has 
arrangements with both Dispensing and with sight-testing opticians ; 
the King Edward VII Hospital, Windsor, has arrangements with a 
dispensing optician, but patients are free to go elsewhere, and the 
Royal Bucks. Hospital Aylesbury, has recently, contracted with 
dispensing opticians, The opticians at Banbury are on the N.O.T.B. 
list of Dispensing opticians, but do not limit themselves to dispensing. 

All keyshospitals in the region have access to special apparatus, 
though the Royal Bucks. Hospital, Aylesbury, sends ‘‘ Magnet” 
cases to London. 

Undergraduate and Post-graduate ophthalmic. teaching is carried 
out at the Oxford Eye Hospital, but at no other hospital in the 
region. Here also nurses may obtain the ophthalmic certificate. 
There are orthoptic schools at the Oxford. and Royal Berkshire 
Hospitals. 

Part II outlines the facilities which should be provided in a fully 
intégrated regional ophthalmic service. They are :—(1) consultation 
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by appointment with an ophthalmic surgeon, for all categories of 
patients, as near as possible to their homes.. (2) In-patient and out- 
patient treatment for all categories of patients in properly equipped 
hospitals. . (3) School refraction clinics in suitably equipped 
premises, preferably organised through the Regional centre and held 
in the O. P.. Department of hospitals... (4) Orthoptic treatment 
clinics..in association with school refraction. clinics. (5) Special 
apparatus, ¢.g., magnet, short-wave treatment, operative diathermy,’ 
X-ray, ultra-violet light and slit-lamps at all. key hospitals. (6) 
Bacteriological and pathological facilities. (7) Facilities for.consul- 
tation with other departments and for dental treatment. (8) 
Accurately dispensed. spectacles at reasonable prices. (9) Facilities 
- for fitting and supplying artificial eyes, contact: glasses, etc. (10) 
Facilities for certification of. blindness. (11) Trained almoners at 
all key hospitals and other hospitals where possible, adequate liaison 
with the National Institute for the Blind, and facilities for education 
of partially sighted or blind children and adults. (12) A University 
centre for undergraduate and post-graduate study, in which could 
be held scientific meetings and meetings for discussion of ophthalmic 
matters concerning the region... (13) Facilities for research, both at 
the regional centre and elsewhere in the region.. (14) A training 
school for ophthalmic nurses. (15). A training school for orthoptists. 

In Part III the sub-committee recommends that the ophthalmic 
services of the region should be re-organized and extended on a 
regional basis. There should be a regional ophthalmic centre at 
Oxford (the Oxford Eye Hospital) closely linked with the ophthalmic 
units at the key hospitals at Reading, Windsor and Aylesbury ; the 
development of existing ophthalmic units (or the creation of new 
ones) at: the intermediate hospitals at Banbury, Newbury, ‘Maiden- 
head, and’ High Wycombe;,and the establishment of: subsidiary 
O. P. clinics at some or all of the cottage hospitals. 

The Oxford Eye Hospital.is admirably adapted to act as the 
regional centre.. The key hospitals at Reading, Windsor and 
Aylesbury are general hospitals with ophthalmic departments 
(including beds). staffed by their own hon. ophthalmic surgeons. 
Reading has an orthoptic school and some facilities for research, 

The ophthalmic departments at the intermediate hospitals should 
be under the control of the hospitals concerned and staffed either by 
their ophthalmic surgeons or by visiting staff from the regional or 
key hospitals. They should be. linked to. their appropriate key 
hospital for-_purposes.of consultation, access to special departments 
and apparatus, etc. . 

The subsidiary clinics at the cottage hospitals should be adequately 
equipped and linked to their appropriate key hospitals. They should 
be available to local ophthalmic medicakpractitioners on the list of the 
N.O.T.B. . . ..and such men or women should be.encouraged toact , 
as clinical assistants to the regional or key hospitals. Ideally every 
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doctor practising ophthalmology in the region should be attached to a 
hospital. .».... Other paragraphs deal with appointments: categories 
of patients; school refraction’ clinics;  orthoptics;: dispensing of 
spectacles, etc. It is noted that present arrangements with regard 
‘to the dispensing of spectacles are far from satisfactory, and an ideal 
solution would be the setting up:of a regional organisation which 
could supply all spectacles and employ its own dispensers and ‘fitters. 
In this way control could be exercised over the accuracy and quality 
of. the spectacles provided, as well as the prices charged. . There 
‘would seem to be some need for the establishment of myope schools 
or sight-saving classes in local schools. And facilities for bacterio- 
logical examinations in,the remoter districts are capable of improve- 
ment.. The report ends with a diagram showing the type of 
organisation recommended and a list of the number of beds needed. 
At present there are 35 beds available at Oxford, 70 are required. 
At Reading there are 21 and 50 are required. At Windsor there 
are 9 and 40 are required, and at Aylesbury there are no specially 
allocated eye beds and 20 are needed. And besides these a few 
beds would be required at each of the four intermediate hospitals. 

The Committee is to be congratulated on an important and 
painstaking review of the subject. 
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(1) Le Marquand, H. S. and Recordon, E. G. (R.A.M.C.).— 

ie te Aseptic cavernous sinus thrombosis with recovery. Lancet, 
246, p. 247,.1944, 3 é 

(1) Le Marquand and Recordon describe the case of a male, 

aged 29 years, who developed bilateral cavernous sinus thrombosis 

4 13 days after a hard blow on the right eye with a soccer ball. 

Commotio retinae and a pre-retinal haemorrhage over the juxta- 

papillary course of the superior temporal vessels were noted after 

the injury. ; 

Radiographs did not show a fracture of the skull, but the authors 
comment that injury to the sphenoid bone could not be excluded. 
All investigations, including cerebro-spinal fluid, urine and blood 
examinations were negative. It seems likely that trauma gave rise 
to an aseptic clot in either the superior or inferior ophthalmic vein, 
and that this spread to the right cavernous sinus. In two weeks 

‘the patient recovered fully. ’ Some residual retinal disturbance was 
present, in the right eye, the visual acuity of which became 6/6 
partly. 















H. B. STALLARD. 
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(2) Schoenberg, M. J. (New York).—Is glaucoma a deficiency 
treatment of glaucoma simplex. Amer. Jl. Ophthal., Vol. 
XXVI, p. 1282, 1943. 

(2) Schoenberg classifies glaucoma into five clinical types. (1) 
Benign, occasional symptoms, but no signs. (2) Hypertensive. 
(3) Optic- degenerative. (4) Mixed type in which (2) and (3) are 
combined. -(5) Malignant. Moderate ocularhypertension: Reacts 
adversely to surgical intervention. He discusses the importance of 
age and the type of patient. 

. In the course of the pharmacological treatment of glaucoma he 

suggests that guidance about the correct dosage and times for 

applying the drugs may be obtained by taking tonometric measure- 
ments at regular iritervals over a period of two to four weeks in 
which the patient is instructed to allow increasingly longer intervals 

to elapse between the applications of the drug to the eye. ° 

He comments. that there is evidence for the belief that in glau- 
coma there exists a disturbance of the processes of chemical mediation 
of nerve impulses at the neuro-effector junction. Eserine has the 
property of inhibiting the neutralizing effect of esterase upon acetyl- 
choline thereby keeping the acetyl-choline free to stimulate the 
effector cells. Pilocarpine, acetyl-choline and its related substances, 
mecholy] and doryl. have a direct stimulating effect upon the effector 
unit. 

The author comments that the indication for the use of one of 
these drugs must be based on the decision as to which constituent 
part of the effector unit and of the neuro-effector junctién is out of 
order and as to which deficiency is to be replaced. {It must be 
difficult or impossible to decide this clinically, so that it would seem 
justifiable to use a combination of eserine and dory! in cases which 
do not respond.-to one or the other drugs separately. — Reviewer). 

The author suggests that there is a similarity between glaucoma 
and deficiency diseases such as myxoedema, creétinism, diabetes, 
night-blindness, pellagra, scurvy and the like. 


H. B, STALLARD. 


(3) Doggart, J. H. (London).—On diagnosing papilloedema. 
Trans. Ophthal. Soc. U.K., Vol. LXII, p. 141, 1942. 

(3) Doggart comments on- the ophthalmologist’s overwhelming 
diagnostic advantage over the neurologist and cranio-surgeon in 
deciding whether or not papilloedema is present. There is no doubt 
about this condition when it is advanced. The early signs are some- 
times difficult and have to be considered careftilly with reference to 
many physiological differences in the optic discs, to the refractive 
error (particularly hypermetropic astigmatism), and to the appearance 
of the optic disc in the other eye. 
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In the early cases the following may. be seen :—(1) slight parallax ; 
(2) the impression of slight forward:thrust of the disc ; (3) turgidity 
of the veins; (4) alteration in the light reflex of vessels crossing the 
edge of the ‘Aiee : ; (5) haemorrhages; (6) partial or total obliteration 
of the physiological cup; (7)°enlargement of the blind spot, and 
(8) blurring of the disc edge beginning on the nasal side, yet of no 
significance unless it is supported by other evidence. 

The author stresses the importance of giving an unbiased opinion 
‘on the appearance of the discs, irrespective of the history and 
neurological signs, and in doing so of stating definitely whether 
papilloedema is present or not. 

x H. B. STALLARD, 


< 


(4) McIlroy, J. Hamilton (London).—The treatment of refractive 
- errors in children. Med. Press and Circular, March 8. and 15, 


1944. 

(4) Miss McIlroy as Assistant M.O., L.C.C., and oculist -in 
charge of two treatment centres in the greater London area is 
obviously very well equipped to contribute a paper on the subject 
of refractive errors in children which will be of use to the general 
practitioner. She here describes the routine she has carried out as 
school oculist under the L.C.C. for many yéars. 

The first section of her paper deals with routine matters, equip- 
ment. of a vision centre, and functional testing, etc. There is a good 
account of the prescribing of spectacles, special emphasis being 
placed on the fitting. The second section of her paper deals with 
squint, myopia, partially sighted schools and classes, blind schools, 
etc. Myopic conditions are dealt with at some length ; the questions 
of educational restrictions, occupations suitable for myopes, scholar- 


ships and teacherships are gone into in detail and the whole admir- 
ably fulfils the object with which the paper was written. 


RR. 


(5) Graham, Colin (Vancouver).—Atophany) in the treatment of 
sympathetic ophthalmia. Canadian Med. Assoc. Jl., February, 


(5) Graham reports a good result in sympathetic ophthalmitis 


from the use of atophanyl. A miner, aged 19 years, was struck on 
the eye with a small foreign body late in December, 1941. . At first 


the accident was considered to be trivial but after several attacks of 
inflammation he was referred to Dr. Laishley, of Nelson, B.C., who 


localized and removed by magnet an. intra-ocular foreign body. 


Later, extraction of cataract was attempted, but the eye did badly 


and enucleation was advised. The patient refused and was sent to 


Vancouver for further treatment. On arrival the case was typical 
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of sympathetic inflammation. The blind left eye was removed and 


the sympathizing eye at first improved a good deal under treatment 
with sulphadiazine. But this improvement did not last; “the 
inflammation assumed a most violent form with remissions and 
exacerbations, and in the latter atophanyl was used with beneficial 
effects on- the inflammation and pain.” It was given 13 times. 
The man had a complete examination, infected teeth and tonsils 
were removed and the nasal sinuses explored. During treatment-a 
well dilated pupil was maintained by the free use of atropine or 
scopolamine “and immediately combating a contracting pupil by 
the ‘coup-sur-coup’ method.” This. may be described as the 
alternate instillation of 4 per cent. atropine with 4 per cent. cocaine 
five minutes apart until four doses of each have been given, the 
puncta being carefully occluded by finger pressure after ‘each 
instillation. 

The man was discharged ‘from hospital in. July, 1942, the eye 
nearly white, with a few sma)) old synechiae. The slit-lamp showed 
old deposits on the back. of the cornea and dilated iris vessels were 
much decreased, the fundus was normal, and vision with correction 
normal. Tuberculin injections were continued by Dr. Laishley for 
several months, the eye remaining free from inflammation. A 
recent letter from the patient gave a good report. 

' There seems to be some danger of damage to the liver in giving 
atophanyl ; the exact dosage of each injection .does not appear to 
_ be stated. 

R. R. J. 


~ 








THE CULT OF THE EVE AND THE 
QUEST FOR REALITY 


BY 


Basirt Graves and SIDNEY SMITH 


‘A meetine of the Royal Eye Hospital Clinical Society was held 
on Friday, December 17, 1943, at 4.30 p.m 


The Chairman, Mr. Holmes-Smith, said that as doctors they should not confine 
their studies to man enlightened and scientific; but as anthropologists should study 


witchcraft and the superstitions of man. They were fortunate to have at this 
meeting two authorities, Mr. Basil Graves and Dr. Sidney Smith (Keeper of the 


Egyptian ahd Assyrian Antiquities of the British Museum). He would call on 
them to speak in that order. - ‘ | 
Mr, Basil Graves; Going far back in history, pre-eminence has 
been given to the subject of the eye. This,is. understandable. 
People in conversing observe each other’s eyes as indicators. of 
thought and emotion. The eye is the only ttansparent. part of 
the body surface, and comparison of the. Light of the ** Upper 
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‘ World” with the Darkness of the ‘‘ Nether World” enters pro- 


foundly into the basic concepts of many religions. : 
The generally accepted.ancient view was that the eye throws 
out rays in the direction of-the object it is desired to examine. 
Belief in the power of exerting an evil influence or fascination 
(fascino : | bewitch) on anyone: by a look is one of the oldest and 
most: widespread of -human beliefs. There are references to the 
‘evil eye ’’ in Assyrian texts of the 7th century B.C., and the 
belief possibly existed before 2500 B.C. The English word for 
squint, viz., ‘‘ a cast,’’ implies the same as the modern Italian 
““jetare,”’ “to cast or throw.” Among’ the Neapolitans anyone 
having a reputation ‘as the possessor of the ‘‘ evil eye,”’ a ‘‘ jetta- 
tore,’’ is much feared : he need not necessarily have a squint, ¢.g., 
the late Kaiser Wilhelm was believed to have the ‘‘ evil eye.’”’? In 
particular have the prosperous tended to fear the ‘‘ evil eye,” 


which has béen considered to spring from envy, admiration and 
being derived from ©mvidere, ‘‘ to look 


praise, ‘‘ envy ”’ 


maliciously upon.” Soaks 

The widespread use of amulets'can be traced mainly to the 
belief that they protect their wearers from the power of the ‘‘ evil 
eye.’’? The demand for amulets has always led the medicine man 
to supply them and to prove that he alone, through the Mana 
incorporated in him, is capable of prescribing the genuine article. 
Some of the uses. to which spectacles are put nowadays may 
be amuletic. g 5 

The element of magic enters strongly into successful. ophthalmic 
practice. He proposed to discuss briefly just one or two 
aspects of this vast subject: The significance, of the .influence 
of sounds and words goes back to the very origin of man. Primi- 
tive man, unable ‘to distinguish clearly’ between words and 
things, fancies that a real or substantial bond unites a name and 
the person or thing it denotes. The abstention from the use 
of certain words, lest they be overheard or understood by super- 
natural spirits whom the speaker fears, is very common in many 
countries. The desire to-propitiate the malevolent spirits, on. the 
one hand, .or to circumvent them on the other, leads to the use 
of substituted terms—complimentary and: easily understood’ ones 
in order to propitiate, and enigmatic ones in order to circumvent. 
This perhaps explains why the Greeks called the Furies 
Eumenides, the ‘‘ gracious ones’’-and the dread Black Sea 
euxeinos, ‘* friendly ’’ bs 

In matters of treatment the doctor not infrequently finds him- 
self' harrassed by the requests of his inquiring. patients to explain 
particular treatments, and.the commoner the name of the remedy 
the greater may be«the difficulty. . Inthe treatment. of chronic 
rheumatism: by hypodermic injections of gold, both parties to the 
Serious discussion may (when the: fee has ‘been’ paid) feel that 
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they are on.a give-and-tdke plane of secularized and mutual under- 
standing ; but the difficulties can .be profound upon entering the 
seemingly batai yar territory of “‘ tonics’’ taken ‘“ religiously ’’ 
to. build up ‘‘ general resistance.” 

AS adjudged by the twenty-one years between the two wars, 
one of our chief social illnesses in the present stage of western 
civilization is anxiety, Mass restlessness is rife. Hence words 
that in another period might have passed unnoticed fill us with 
fear .~ Even such words as “‘ astigmatism,’’ ‘‘ conjunctivitis,’ 

‘* pink-eye ’’ may induce fear. _The word “ glaucoma ”’ has come 
to have a sombre significance. Its mere cadence, like that of such 
words as ‘‘ abracadraba,’’ ‘ belladonna,’’ ‘‘ Philadelphia,’’ pre- 
disposes it to cryptic associations. . 

The effects of word-magic are, nevertheless, so prevalent 
throughout our society that they can be regarded as normal. 
Illustrations of its widespread nature can be drawn from the realm 
of theology. One of the directions in which enlightenment 
is urgently needed concerns the use, misuse, and meaning of 
every-day wofds, and their power for good or ill over: the in- 
quietude of the human mind. 

He then dealt with the subject of what is popularly known as 

“ explanation.’’ Every day the doctor is cornered by questions 
from his patients which he cannot answer satisfactorily, yet if he 
would be what is professionally called * * successful *’ in practice 
he dare not say, “‘ I do not know.’ 

The spiritual ‘‘ God ”’ of our mediaeval forebears has been 
replaced by a determinist ‘‘ Science.’” But the passage of time 
has not resulted in the doctor becoming a substitute for the priest. 
The mediaeval priest, as a member of a. profession that. suppli- 
cated the aid of an unseen Deity had an easier task than the modern 
doctor, whose manipulation of man-made power drives him, when - 
competing for a popular reputation, into those avenues of, magic 
and presupposition which the priest, in his:attitude of supplica- 
tion, can so much more easily eschew. 

Our ideas of the cause of a specific event inevitably keep alter- 
ing as knowledge grows. We are most of us always reaching for 
the carrot which is for ever receding from before our’ nose in 
our eternal quest for certitude which leads to more ne 
being integrated in the service of mankind. 

Doctors are mixed : they retain a spirit of tentative inquiry and, 
if they would just make a living, pursue the life of. positivistic 
scientists in’ a laboratory; or they may turn their back upon 
scientific (and sometimes many other) ideals and build up popular 
practices largely by becoming adept in the art of “ explanation ”’ 
on the basis of popular misinterpretations of science. 

When it comes to so personal a matter as our bodily health, most 
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of us are little different frém those men 6f old who explained the 
eclipse of the moon, which they feared, by attributing it to the 
fact that the seven spirits had attacked the moon-god and dimmed 
his light. Not only are the seven spirits and the moon-god not 
in the least obscure so long-as they fit into the pattern of tradi- 
tional, thought, but they are even of much more iapernhre to 
us than the very moon itself. 

While science of the Victorian era is rapidly proving to be an 
inadequate basis of reality for us, as yet we have found nothing 
to replace its interpretation of reality. Perhaps we are destined 
not to do so until the undue prestige of science has to some extent 
declined. 

Our position is thus comparable to that of our forebears in the 
16th century, which, like our own, was a period of transition, 
during which the way was paved towards more stable times. Some 
of these troubles of the 17th century dissolved by a process of 
*“‘ evanescence,’’ and this indeed may very possibly happen with 
regard to many of the rather similar troubles which vex us to-day. 
It might well be that we could derive some help in this direction 
by turning to a study of the mediaeval scholastic viewpoint in the 
hope that we might ultimately arrive at a synthesis between it 
and certain aspects of science. _ Science owes a great debt to 
scholasticism, which it has ill repaid in supplanting it. When 
such a-synthesis is achieved possibly mankind will for a further 
spell enter upon a new phase of mental. qui¢tude in respect of the 
phenomena’ of ‘‘ causation ’’ such as cannot be attained by us 
during our own period of transition. 


Dr. Sidney Smith said he supposed he was _ there ~ because 
doctors and Egyptologists were both interested in magic. He 
‘thought the main difficulties -mentioned arose because doctors and 
their patients used the same words with. different word associa- 
tions. That was a difficulty met with in most discussions about 
medicine, religion, and politics. The doctor would not avoid acting 

as would a magician. The names describing diseases would always, 
to laymen, betoken knowledge and power. He instanced ancient 
Babylonian magicians diagnosing diseases as the ‘‘’hands’’ of 
the gods. Such a man would make his list complete by including 
the “ hand ” of an unknown as well as all the known gods. The 
description itself involves a suggestion of ritual treatment based 
on theory. This inseparable suggestion of the cause, in the name 
given to the case, is an inevitable accident of language. He 
‘thought that patients probably fell into three groups. The first 


group was that of the really intelligent—a rare group. They must — 


be treated on the same intellectual level as the doctor. They 
demand a plain exposition. The second. group had, a different 
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type of brain—it wanted an approximation in. ordinary non- 

technical English to the doctor’s jargon. A term like a ‘‘ blind 
boil on the eye’? meant more to ‘this group than a hordeolum; 
a suggestion conveying truth is more important than exact ter- 
minology. The third and largest group‘had no brains to bother 
about—all that was needed to satisfy them was some fashionable 
disease, and a’ good long name not easily explained would meet 
. the’ case. Scientific views of» medicine and: the universe might 
change; doctors’ would not go far wrong if they remembered 
that man would always remain man. 


Mr. Savin said he had spent a most instructive afternoon, wince his part he would 
suggest’ that ‘demonology and ‘witchcraft would: be a more useful: study for, thé 
medical student than many. of the. present items:in. the medical curriculum; it 
would at least help the student to enter into the mind of his patient, He was 
interested in the association of the evil eye with squint.. Some years ago he was 
asked by an old lady from Sidcup to operate on her squint. - She did not like the -- 
local people: spitting or crossing their fingers when they saw her; but she thought 
the climax was reached: when a mother asked her for a spell to ward off the 
bronchitis from her baby. He had once operated on a West African for ptosis, 
which had prevented the patient from carrying on the family business of. high 
priest ofa leopard society,, Such a. priest like the general physician had to be a 
man of handsome presence and appearance. 

Dr. Robertson considered doctors ought to be careful how they employed the 
word “ cataract ” with its associations of terror. He thought he would cheerfully 
have studied demonology before qualifying if he had had Mr. Basil Graves pote 
Dr. Sidney Smijth to instruct him. - 

Miss Orr-Ewing deprecated the pseudo-scientific articles on medical topics read 
by ‘so many’ patients. Was all the propaganda about. venereal . disedse entirely 
well-advised?., . By. all means. let. us. relax taboos on the discussion of venereal 
disease and disseminate information about its prevention and cure. “Propaganda 
based on fear might only bring more neurosis to this tormented generation. Man- 
rp wee by no means intellectually equel, whatever they might be in the sight 
of the law 
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Rational Medicine. Comments on Social Medicine, Surgery and 
Education: By BastL GRAVES: Nicholson and Watson. i2/6. 
This is a book which, though difficult to review, is easy and 
pleasant to read. Its moral might be given by quoting a sentence 
near the end which runs “ . . . . vital’ processes are not the simple, 

self existent actualities they appear to be, but rather, a mean between 

constantly opposed interacting factors whose poise is ever sustained | 
with a delicacy that is above interpretation.” The interplay of 
opposed interacting factors is admirably demonstrated in “ Rational 
Medicine” and although ‘the title might lead the reader to think 
that he will have, when he has read it, a clearcut idea as to how 
the art of Medicine should be organised and practised, he will find 
that such is far from being the case. He will have.in his mind 
contradictory statements, criticisms and justifications, but no clear, 
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single idea‘of how to put our house in‘order.,. This is .as ‘it)should 
be, since over-simplification, as General, Smuts has, warned. us, is 
the besetting sin of many would be planners of to-day, and the 
very complexity of our problem requires to be set out, by.a mind 
such as:is possessed by the Author, before.anything of-value can be 
done.» This isnot to say that Basil.Graves has. no suggestions to 
make himself... He has many, and would, for example, put preven- 
tive before curative medicine, do something to redress the adverse 
balance which at) present, exists in. society..at. large, between the 
literary brain worker and the hand worker, and would. like.to see 
established a new profession for advising humanity on the basis of 
Life rather than on the narrow basis on which medicine and. surgery 
have hitherto been foundéd. The examination system should be 
reformed, so. that the value of intelligence as opposed.to rote 
learning would become more apparent and the. mere holding of an 
honours degree should’ not be considered sufficient justification for 
allowing the holder to. perigrm an operation for extraction. of 
cataract." 

This is a book which many will read, among whom we hope will 
be some of those whose task it is to remould our profession. 
There is much to be done, but the doing of it requires care, judge- 
ment, and reflection, and these. qualities will undoubtedly be 
stimulated by. a not too hasty. perusal of Rational Medicine. It 
seems a fitting tribute to the: profession of ophthalmology that such 
an important and original work should have been written by one of 
its distinguished. members. 





Russian “Herald of Ophthalmology.” Vols. I and II. ‘ 1943: 


These-two volumes are chiefly devoted to-war~injuries.and diseases of the eye. 
Some of the papers are rather original and important. The misfortune of those 
wounded in the eye, especially those with perforation of the bulb is the inertia—to 
put it mildly—and lack of realisation by the -rest’ of ‘the medical fraternity that it 
is of the utmost importance to bring the unfortunate victim into contact with an 
ophthalmic surgeon as soon as possible. Some patients ‘lose as much as 20 - 70 
days before seeing one, The reviewer can confirm this from his. own experiences 
in the last’ war. 

Krafkov points out the importance of Newton's discoveries to the physiology of 
optics——his ‘opinions about. presbyopia, the crossings of the. optic nerves in the 
chiasma, his theories of colours, etc. — 

Pokrofsky writes about perforating foreign bodies ‘in the eye... In peace-time 
70-75, per cent. such patients. were operated upon. during the first week after 
injury, but.in war-time they formed only 7-8 per ‘cent. His experience teaches 
that the removal of ‘the intra-oculat foreign body usually reduces the inflammatory 
process. Magnetic bodies were removed by @ giant, magnet after screening the 
eye by means of a prothese., Non-magnetic bodies were removed by diascleral 
incision after a preliminary diathermy coagulation of the sclera on the spot of the 
incision. 

Lasareff, who'has unfortunately since died, claims that fresh keratitis and even 
leucomata improve strikingly after an excision-of a small part of the affected area, 
involving only the superficial layer and as far as the mémbrane of Descemet. 

~Pletnova tetidiaas dnd describes ‘the’ oculo-glandular variety ‘of tularaemia 
(Parinaud's conjunctivitis). 

Vishnefsky and” ‘Frenkel investigated and give statistics of colour otipaeces in 
aviators. k 
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Rabinowitch, quoting many of his own cases, in some of which the onsisken eye 
was_histolo ically examined, points out, the importance. of monocytosis in the 
blood, as a nostic sign in sympathetic pees sary Gudarewitch describes: a 
prothese jon ae ital‘ wounds 

Narkelova writes about non- perforating injuries of the eye and in her. ‘experience 
75 per cent. of such cases were successfully treated by conservative methods, 
without surgical interference. 

Goldenberg was very pleased with the local eoplinatitd of sodinin albucid (10-20-30 
per cent,) in. ophthalmia neonatorum if contracted during labour. . The effect 
is not so good if the disease is contracted after birth and is still less effective in the 
adult. But he considers albucid as.a method of choice in all ulcers of thecornea, 
even the most advanced. 
 Pokrovsky is very satisfied with a free transplantation of fat tissue whies perform- 
ing plastic operations on the lids and orbit.’ He advocates early fitting of a 
prothese after an énucleation, even if there is not sufficient conjunctiva bulbi: left 
to close the wound, provided the Jatter is. well. covered with cod liver. oil, 

Kaminskaya describes the clinical treatment of the non-direct injuries of the 

~eye (haemorrhages, oedemas of the retina, papillitis, etc.). One of the causes of 
many of ‘the complications in: het opinion is the. momentary spasm of the. blood- 
vessels of the eye at the moment of injury. She praises, as treatment, intravenous 
injection of hypertonic solution, particularly calcium chloride; also ionisation with 
chlorides of calcium, iodine and dionine. But she notices a: complete failure of 
treatment in a hypotonic eye. 

Katznelson writes about wounds of the orbit, by means of fire-arms and. the 
protean and complicated nature of the passage made by the foreign body.” Some- 
times only team-work by a roentgenologist, surgeon and thinologist could produce 
satisfactory results., He comes to the same conclusions as Lagrange (during the 
first world-war). , 

Kalfa claims very’ good results in all‘ forms of: keratitis, but especially in that 
of herpes zoster, by local application of ether to, the affected part of the cornea, 

Kaminsky discusses perforation of the macula as a resuit of contusion of the 
eye-ball. For treatment in the early stages he recommends intravenous injection 
of hypertonic glucose, magnesium sulphate and sodium’ chloride.: He claims 
good results from ionisation with calcium. : 

Beltaynskova had excellent results from roentgenotherapy i in cases of tuberculosis 
of the eye, especially of the anterior part. 

Paradoscoff found streptocide peros beneficial in treatment of fresh and. even old 
trachoma. ; 
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INFANTILE GLAUCOMA 


To the Editors of THE BRITISH JOURNAL OF P OPHTHALMOLOGY. 


DEAR SiRS,—I wish to publish an unusual case of: infantile 
glaucoma which has occurred at the above hospital. 

An otherwise. healthy boy, aged ten. years, was. brought to my 
ophthalmic clinic on March 14, 1944, with the complaint of pain in 
his eyes. The history given by his grandmother, was as follows::— 
In June, 1943, the lad had an attack of measles.and after convales- 
cence complained of some blurring in his sight; this was just after 
his 10th birthday; he was taken’ to a school clinic and. apparently 
nil organic was detected and no special. treatment was. ordered. 











312 Seas CORRESPONDENCE 


The child’s vision then became: worse and’ he found difficulty in 
writing on the ruled lines of his copying book. Due to some 
domestic difficulties apparently no further advice was sought until 
I examined the child in March, 1944. 

The family history was completely negative for any serious ocular 
complaints ; the boy's ‘father died of syringomyelia in September, 
1943; his mother has normal eyes and there are three younger 
children all-of whom have healthy eyes: questioning of relatives 
has revealed no history of any familial glaucoma. 

My examination showed a well nourished lad with no evidence of 
any general disorder (subsequently confirmed by Dr: Heymann, our 
visiting physician): his eyes showed no evidence of megalocornea 
nor of buphthalmos: his corneae measured approximately 11°4 mm., 
and beyond a slight dullness due to the increased ocular tension, 
were normal in shape and appearance: the right pupil was more 
dilated than the left and reacted poorly to light: the right iris 
seemed to lack some of the normal lustre. =~ 

The most conspicuous finding was the extreme cupping of the 
“ optic dises: the right disc showed the deeper cupping and there 
‘ ‘was a suspicion’ of-arterial pulsation: McClean tonometer showed 
_ tight tension 65 mm. and the left 55. mm.: the right eye was 
seemingly blind with apparently no perception of light: the left eye 
could only recognise large objects such as a bottle of ink held in the 
_ temporal field about two feet away: the left visual. field showed only 
the temporal portion remaining as checked by the rough confronta- 
tion test. Refraction bordered on emmetropia as ascertained without 
a mydriatic. 


I admitted. the child, and after 48 hours of eserine installation, 


which medication somewhat brightened the corneal lustre, I per- 
formed a bilateral iris inclusion after the teehnique of Holth: the 
tension has been reduced but of course it is too early to gauge 
whether this reductipn will be permanent. 

My object in publishing this case, is the extreme rarity of the 
condition: from the meagre. literaturé at. my disposal; I have only 
found one recorded case as published’ by Fuchs (1862) in Duke- 
Elder, Vol. III; in Duane’s text-book the statement appears that 

“ simple glaucoma never occurs in youth’; my. patient has all the 
physical signs of the chronic simple glaucoma that so tragically 
attacks the middle-aged; there is no history of the disease in any 
other members of the boy’s family ; his eyes were free from all 


signs of foetal iritis, and the anterior chambers of his eyes were not - 


unduly shallow. 

Glaucoma: is very common amongst the Bantu races and the 
chronic simple type is occasionally seen in young: adults in the 
twenties, but I have never seen the disease occurring ina white child, 
starting apparently at the age of 94 years. 

The possible theory offered as to the causation of this juvenile 
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disease is the presence of a slight failure of the differentiation of the 
' filtration angle at birth ; this’ failure being ‘insufficient to cause the 
usual buphthalmic condition, but later to increase with the produc- 
tion of the adult type of glaucomatous response. 

It has been my experience that congenital buphthalmos responds 
poorly to the trephine operation, possibly:;due to the incarceration . 
of vitreous in the trephine hole, and thus I performed a bilateral 
iridencleisis, ‘which operation has given me the more satisfactory 
result in treating infantile glaucoma. 


‘ With compliments, 


HERBERT KAYE. 


MILNER PARK, JOHANNESBURG, 
March 20,1944 
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CHARLES H. MAY 


WE much regret to record the.death-on December 7, 1943, of 
Charles Henry May, M.D., the well. known United States ophthal- 
mologist, in his 83rd year. 

He was born in Baltimore in 1861, and his family migtated to 
New York when he was four years old. Thence onwards. New 
York was his home. -. May had a brilliant. career as a Student; he | 
obtained a gold medal at the college of Pharmacy in New York city 
in 1879, and graduated M.D. from the Columbia University College 
of Physicians and Surgeons in 1883. After hospital appointments 
and some experience of private practice his leanings towards 
ophthalmology became more pronounced and in 1887 he came to 

_Europe for post-graduate study.. He worked.in Germany. with von 
Graefe and others, spent :six months in Vienna with Ernst Fuchs 
and. Dimmer, and visited Paris.and Moorfields on his way home. 
Then he. set up in New York city and rapidly made a name. for 
himself. .. May held many hospital, appointments, including those of 
chief.of the Vanderbilt Clinic, where he succeeded John E. Weeks; 
Mount Sinai Hospital, and Bellevue Hospital. from 1914 to 1925. 
Besides public appointments he had a large private practice and was | 
esteemed by colleagues and patients alike. 

May’s electric ophthalmoscope is well known, ‘and. his Manual of 
Diseases of the Eye has run through 18 editions, . Under the title 
“May and Worth,” it was a most popular students’ text-book .in 
this country... Since Worth’s death revisions have been undertaken 
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by Dr..Charles A. Perera, who contributes. a. kindly appreciation of 
‘Dr.-May. to the Arch. of Ophthal. (January, 1944):from: which jour- 
nal the above facts are seeanieoses with. ehnyes acknowledgements. 













R. J: COULTER | 


Mr. Harrison Butler: writes :-— 
The death of R. J. Coulter on April: 9, after a a long and painful 
illness is a grief to his many friends not only i in the ophthalmic 
world but to a large number of general practitioners in Newport and 
Monmouthshire, where he practised for over forty years. 

Coulter was born at Dundalk and was educated at the Dundalk 
Grammar School. - He lost his father and mother before he was 
three years old and was brought up by his aunts and an uncle. 
From Dundalk he continued his education at Trinity College, 

* Dublin, and took his B.A.; M.B.,; B:Ch-arid B.A.O. of the University 
of Dublin in 1892. In 1899 he became a Fellow of the Irish Royal 
College of Surgeons. 

He was House Surgeon to Sir Haney Rosborough Swanzy, in 
Dublin, and then to Mr. Richardson Cross at Bristol. These posts 
under such distinguished ‘surgeons: “gave him the opportunity of 

acquiring & sound grounding in the principles and practice of 
ophthalmology, ‘an opportunity of which he: took ‘full -advantage. 
It was characteristic of ‘Coulter that he never’ lost any chance of 
increasing hts knowledge and experience. “He became a’ Member of 
the Ophthalmological ‘Society of the United Kingdom in 1898, forty 
six years‘ago: He‘was an original member of the Oxford ‘Congress 
and for many years held the office of Treasurer, He was also 
Treasurer and President of the South Western Ophthalmological 
‘Society. Not only was he 4 member of. these societies but he. was 
a constant attendant and took part in many of ‘their discussions. 
‘His ‘remarks were always distinguished by sound common sense and 
an obvious practical knowledge of clinical ophthalmology. | He ‘was 
such’a constant figure at the Oxford Congress that many of us will 
feel that the Congress is not the same without him. 

Coulter’ was elected Ophthalmic Surgeon to the Royal Gwent 
Hospital in 1901, and held-the post with great distinction till 1932 
when he retired on the age limit: -'His early education made him 
eminently fitted to make the most of this appointment, and he 
gained a very high reputation in the neighbourhood, and indeed far 
beyond his immediate district. 

I have a letter from his successor‘at the Royal Gwent, Mr. F. W. 
Robertson, which gives a picture of his activities at the Hospital. 
He says: “‘ His death leaves another gap in ophthalmology i in this 

a part of the ‘country. _ I was his House Surgeon in'1919 and 1920, 
; and it was he who encouraged me to specialise in ophthalmology. 





Soom 

































ROBERT JAMES COULTER 























* 


OBITUARY a 315 


He taught me a great deal not only what to do but what not to do: 
He was very helpful and oily gave his valuable ‘opinion after a 
careful ‘weighing up of the data and evidence. I have always 
proved his opinion to be absu'utely sound and it was of very great 
help to me in my earlier days in ophthalmology. His operative. 
work was. very good and he left » very fine collection of intra-ocular 
foreign bodies which he had removed during his working years. 
His end was unfortunately a hart one. For months he suffered a 
great deal of pain, but he proved an excellent patient. So passeth 
a man'who was at all times a gentieman to the highest ethical code, 
sound, patient, kind, charitable, always ready to help with a kind 
word of advice.” ; 

I first met Coulter at the Oxford Congress in 1910, and 
commenced a ‘friendship which Ja-ted till his death. He was one 
of a circle of ophthalmic friends, 1.any now no longer with us; 
Cridland, Russ Wood, Sydney Stephenson,. and many others. 
Coulter was very diffident and unconscious of his own ‘powers, but 
those who knew him appreciated his real worth. He did not write’ 
very much, but he contributed a sound article.on “ Injuries to the 
Eye,” in Greer’s Industrial Diseases at:d Accidents. 

Coulter gave The Montgomery Lecture in 1928. He examined in 
ophthalmology for the National University of Ireland.” “He gained 
the Oxford Diploma in Ophthalmology in’ 1911. ‘Coulter: took: a 
leading part in the activities of the British Medical Association in 
- South Wales, being Treasurer and Ex-President of the South Wales 
and Monmouth Branch.. He wasa Membr of the Société fraricaise 
ad’ ophtalmologie.: In 1923 Coulter and I attended the course on. the 
slit-lamp given at Ztirich by Professor Vogt, and he had: previously 
studied at Vienna. Coulter leaves a wife, a daughter and a son. - 

The world is poorer by the loss of Coulter, and his friends are 
conscious that they have lost.a:real friend, « : 


SANFORD R. GIFFORD 


WE regret to announce the death from pneumonia of Sanford R. 
Gifford, at the early age of 52 years. He served as a first-lieutenant 
in the last war in France, and then returned to Omaha where he 
joined his father in practice. In 1929 he became Professor and 
Chairman of the Department of Ophthalmology at Northwestern 
University Medical School, which post he held with distinction until 
the time of his death. : 
Gifford. was a prolific writer and ‘was associate editor of the 
Archives of Ophthalmology. His best known work in this country 
is probably his “* Handbook -of Ocular Therapeutics,” an authora- 
’ tative treatise on the treatment of eye disease, and full of useful 
information. One of his principal interests was the réle of fungi 


. . 
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and higher bacteria in the production of eye. disease, and he, 
together with Dr. J. M. Patton, eludicated the probable cause of a 
hitherto unknown disease, agricultural conjunctivitis.. In addition 
to his profesional work, Gifford found time to write short stories. 
He leaves a widow and two sons, to whom we offer our deepest 


‘sympathy. 








NOTES | 


——— 


, 


pe THE death is announced of Carl Koller of 

cocaine fame in ophthalmology. Koller went 
to the United States from Vienna. His work on cocaine a§ a local 
anaesthetic was done exactly sixty years ago.. He was 86 years of 
age, and died in New York on March 21, 1944, 


2° oe * * 


The National Health Mrs. E. BROWN MEKRILL,-executive director 
_Council, New York of the National Society for the Prevention of 
Blindness, is the new President of the National Health Council. 


* * * *. 


THE Leslie Dana Gold Medal for 1943 has 
been awarded to Dr. ‘Walter B. Lancaster, of 
Boston. (rs 


. 


The Leslie Dana 
» Gold Medal 


* * * ope 


WE are asked by the Ministry of Information 

Special Notice +4 state that the fact that goods made of raw 

materials in short supply owing to war conditions are advertised in 

this journal should not be taken as an indication that they are 
necessarily available for export. : 











